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FOREWORD 


The growth of medical care insurance, parcviculariy in 
the post-war period, has reflected the widespread public 
interest in obtaining protection against the economic risks 
of illness. This publication has been prepared to describe 
and analyze the operations of fourteen of the voluntary 
agencies which have been developed under various auspices to 
Offer medical care insurance LO tne Canad ianapub esc ima 
mon-=proiit basis. It does not cover developments in hospital 
Gare insurance under non-profit plans nor the experience of 
commercial insurance companies in the fields of medical and 


hospice! care: 


iplanning this study, it was believed Gdesiravle we 
Tot cave whe Nistorical pattern of The @rowenror whe plang. 
SUCiwespavtern,. described in Chapter’ 1 (Llivstraveca meas 
the diverse problems which arise in attempting to design 
sickness insurance programs to accommodate the uniquely dif- 
ferent social, economic and demographic characteristics 


found tn meny parts of the counvry. 


An exsmination of the fiedd of medical insurance 
requires that such measures of progress as the enrollment in 
these plans and the rate of their growth, must be related to 
the extent of protection actually offered the insurance 
purchaser. Thus in Chapter 1, data on the number of persona 


enrolled in non-profit plans are examined in detail to 


indicate the scope of the benefits provided under the several 


types of insurance contracts, and the nature and level of 
contractual liabilities assumed by the insuring agencies. 
Chapter III sets forth the financial operations of these 
agencies. [It is primarily concerned with a general examina- 
tion of their expenditures on behalf of the insured member- 
ship, but includes an analysis of the component items in the 
payment Dor medical services, the expenditure parvern ac 
affected by the age and sex of the members, and various 
indices OF the costs of administering such programe. Special 
attention has also been given in this chapter to the fin- 
ancial .relationships between the insurance plans and the 
Very Considerable number of physicians providing medical 


Cinewecerc vices TO persons with this type ol -imsurance. 


The volume of medical care services being rendered 
GO vne members of thei non-profit insurance plats: 1s, oF 
Course. an wmportent. aspect of this subject... Mne-volume vcr 
consultation and pees enn. and. sure cal and wove leur icay 
services provided by physicians participating in such plans, 
permits a general indication of the effective demand for 
medical care by the wage earner and his dependents when he 
iseei ther pertially on, Lh. ‘some cases, almost entirely 
protected against the direct costs of euch penvices. “inp 
deed, service-cost relationships, as given in Chapter IV, 
serve to emphasize the factors affecting the benefit 


expenditures of the insuring agencies, and illustrate the 
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neeo tor certaiteaimitations on entrance to membership, or on 
benefit provisions, to meet the actuarial insurance princi- 


ples underlying the operation of non-profit. plans. 


the concluding chapter, Number V, containg a con- 
venient summary of the general data in the bulletin. An 
attempt has also been made to describe briefly some of the 
Special problems which affect the operations of the. non- 
Droits pions. “The extension. of coverage to a lerger pro 
DO eeLOUsOte ne popuUlavion, the provision of convinuity on 
Poisiraicerprovecrion, and the costs involved in medical care 
Mosurance poul LOo- tne individual and the insurance pleas. aac] 
revit ewea, in crelatvion to some of the financial) and orcarniza— 


Clonal measures vaken to meet such problems. 


Meermmacerital contained in this publicavionmias =beon 
assembled in co-operation with the non-profit plans. The 
extensive and RO ies assistance: Ol thelr officiate ene: 
Cnly in providing very considerable Statistical data, bus 
also in offering many helpful comments and suggestions, has 
made a substantial contribution to the preparation of this 
document. This generous assistance is gratefully acknow- 
ledged. The whole project was also materially assisted by 
the suggestions and guidance of Dr. F.W. Jackson, Director 
of Health Insurance Studies, at whose request this study was 


undertaken. 
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The work on the bulletin was carried out in the 
Hospital and Medical Care Studies Unit by John E.E. Osborne, 
uider tne supervision of John BE. Sparks, and the general 


CAPE GrTOM sol ual vOya. erence. 


Joseph W. Willard, 
Apraid, 1954. Director, Research Division. 
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AMS Associated Medical Services - Ontario 


CMSF Co-operative Medical Services Federation - Ontario 


GMS Group Medical Services - Saskatcnewan 

MHSA Maritime Hospital Service Association - Avance 
Provinces 

MMC Maritime Medical Care - Nova Scotia 

MMS Manitoba Medical Service - Manitoba 
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MSI Medical Services Incorporated . i eee 

MSS I Medueal cervices Saskatoon Incorporated = Saskavenewan 
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Pose ERvet crane! Services, Lncorporeted = On var Le 

QHSA Quebec Hospital Service Association - Quebec 

Spelt Les Services de Santé du Québec - Quebec 
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M-626 


Dee 


_ 
or ne ce % s 
: \ : uJ aly 


Hy Ag > wd | a ehfres (A uy rte 


Pie A ae ite 
eb) ie — oe a eee iw ee 


; a S| a 7 ig 

=i) . 0 = t 
ye te : ee | 
Pe aa Bop 


7 ge 1 
LW Wek. - ver ela? 409 
. ; —" ° 
' 


‘on ; 
Cae, i> ADe om mos VSS) Tete fk} | ave Bal . 
' 7 b 
= : 
eA y ay 5 eee o ay ete ae : 


; 1%) - a _ 
' S : ‘ a We - 
4 ae ol e > y, 7 as * , 7 f- | : 
. :° : eS a ie ioe 
a4 rf - Ps : : ( »o « ° . : 1 A; 
6 


: 7 eo | y 
~ - ¢ 


[ - HISTORICAL DEVELOPMENT 


mie development of non-profit corporations solely 
designed to provide insurance protection for the genera | 
population against the costs of health care services is one 
Orolo ly cecent origin in Canada. However, for over 
fifty years, "check-off" medical-hospital care schemes have 
been functioning in the industrial areas of Cape Breton, 
while other industrial and fraternal organizations have been 
Orphering. prepaid medical services or insurance to their 


employees or members for several decades. 


Tne growth in Canada of prepayment schemes restricted 
bo meducal care insurance dates from the years just DrLoOr Geo 
World War II, as shown chronologically in Appendix I. The 
Se Sine of such schemes was undoubtedly precipitated 
Dy net auecessii) operation of Blue Cross plans eee ye Pred 
Cr MOeoival insurance in the United States datine trom 2942. 
However, a number of exceedingly important economic and 
Social Vacvors. lave given impetus vo thelr growl, parvu- 
Calearly since 1945. The widening public recognition ©f the 
Siject se oO. sickness’ and the costs of its amelioration wm one 
family budget, as well as the rising cost of all of the 
major expenditure items in the budget, has had a marked in- 
figence.  Pernaps even more important has been tne progress 
Or modern medicine with its increasing emphasis om preven-— 
tvom and early treatment, new techniques in medical manage- 
ment and surgery, discoveries in anti-biotics and chemo- 
therapy, and so on. These, together with the increasing 
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Importance of Chrotiic and degeneravive (Cond iuolc suo moe 
treatment services required by a siowly ageing population, 
have culminated In the need Tor nuew, specval aud costly 
skilletand Lacvhities. tne piece te add te Lona sie a vous 
On the family's abilivy Go meey whe cos. Ol noderuumedine aa 


Cayeers 


The “rapid Crown Wa venrollmene sor abl types son 
medical “and “nospital tusuUrance i the pasy f11veen years 
amply Lllustrates Ener €Candsdlan consumer's concern wii aie 
cost of his health care requirements and his willingness to 
seek a@gsistance in meeting cone Gl tne Major conv ingenrcire. 
Unreavening Lanviy Sectrity.: Loars trom thes ickrrecs 
policies now offered by commercial insurance companies and 
the long-standing plans provided by industrial, occupational 
or fraternal xreanizavious, The, non-prolit medical) insurance 
schemes, sponsored for the most part by the medical pro- 
fession, have grown from a membership of approximately 
VS COO Lino Bo Over on) Lon wpervene.. Lic lao mie. cee 
pendentse’ in 2953... “Another index of the eromwvn OF Tec tea: 
care ime cnenes 1s that payments on behalf of insured 
coeeyee represented considerably less than one percent of 
VOoval =-payments tC; physicians trom ail sources. im Toso. In 
1054, 10 hes beem estimated that trom 17-19 percent of Totat 
payments to physicians from a1) sources, both public and 
private, can be attributed to payments on behalf of 
patients holding medical insurance protection provided 


through non-profit, commercial or co-operative organizations. 
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PRE-WAR DEVELOPMENTS 


The pioneer Canadian plan was introduced by Associ- 
ated Medical Services Incorporated (AMS) in Ontario in 1937. 
This plan, originally supported and approved by the Ontario 
Medvcal “Association, offered. to pay, on behalf ef its 
members, the complete cost of medical care in the home, 
office, and hospital, and to make payments towards the cost 
of hospitalization,’ the whole not to exceed $800 per member 
per year, in return for a monthly premium payment by the 
member.(1) tt is Significant! that this early program, 
while initially designed to assist members of the Civil 
pervice of Ontario in meeting their sickness costes, aoe 
snk its ineepvion continued to offer membership to any 
Individual who wished to enroll, rather than restricting 


membership to groups of employed persons only. 


Snorer ly alter tae establishment of A.MuS... Windsor 
Medical Services Incorporated (WMS) was sponsored by the 
Essex County Medical Society and endorsed by the Ontario 
Medical Assoeclation, with the stipulation that a majority of 
its Directors must be member-doctors. This plan, now the 
oldest doctor-sponsored plan in Canada, began enrolling 
groups of employees from Essex, Kent and Perth counties 
(1) This original contract was replaced in 1950 by one which 

inereased total. benefits to $1600 ineluding greater per 
diem hospital benefits, but at the same time reduced 
medical benefits by removing home and office calls and 


rescinding the agreement to pay the complete cost on 
doctors! bills. 
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(Ontario) in’ 1939. Tt chose Not to include sam wetem tc to 


COVER: The COSts Of snospivalpzavuions Gul, obvercdma conprene— 
sive medical tnsurance contract, including usurezical and yob- 
Svenrical care and phycwelans! Servnces Sila ne Mowen semi ice 
and hospital. The development of this’ doctor-sponsored pro- 
@ram in Windsor was paralleled by a scheme under similar 
auspices in Regina, Medveadwoervwces, iccrpevavedu itso ein 
1939, under the provisions of the Saskatchewan. Mutual Medical 
and Hospival Benet Associa vlonm feu, auwo MUU benetay 
associations under consumer sponsorship were established in 
Regina and Saskatoon, offering comprenensive medical benefits 


tC thet menbersniia: 


WAR-TIME EXTENSION 

Tne War years saw tie, establisnmenty of two Gdocvor= 
Sponsored Plane 1a tne orev inces of Brivis, Columoia and 
Manitoba, “and Tour co-operative or mutual benefit -assoctra— 
CLOnS In Saskavcnewan; Ontarte, and Breitrrsh Columbias Bon 
the doctor-sponsiored plans required group enroliment, and 
both provided a comprehensive range of medical, surgical, 
and obstetrical benefits through member-doctors under con- 
bract With the tplans. 9 LusBrivish Columbia, whe Med ice | 
Services Association (MSA), now the second largest doctor- 
sponsored plan, was set up in 1940, with the approval of 
Down the Brivish Columbia Collece of Paoysicians anda Surceons 
and the Bratish Columbia branch of the Canadian Medical 
Association, and having medical, employer, and employee 


M-626 
5.54 


Pepresentavion On its’ Board of Directors. Saunier ead 
1944, Manitoba Medical Service (MMS) was incorporated under 
the sponsorship of the Winnipeg Medical poOoCclety and the 
Manitoba Medical Association, which nominate two-thirds of 


ioc Doerd or Trustees. 


nies eu two co-operative medical services associa- 
PpueCioWNere esvablaened in Ontario, the Credit Untondg! Mutual 
Benefit Association (Cumba) of Toronto, and the Woodstock 
Comore tam vewed tical (Services Association (Woodstock), bus 
pneir operations were limited to payment of a portion of the 
hospital care costs of their membership. cCumba did not 
eEleer the field of médical care insurance until 1947. Ales 
in 1943, the Melfort and District Mutual Medical Benefit 
Association (MMBA) was organized in Saskatchewan, providing 
tus members with a comprehensive range of medical, surgical, 
Senos pita. care peneeis |S The. following year a co- 
operative medical-dental plan, Fraser Valley Medical-Dental 


BOGIeLY, Wasi established in British Columbia. 


Cie tol ait the medical care conuracve: O1leredmoy 
the doctor-sponsored plans provided a full range of medical 
Pevelits. iImeludine surgical, and cbstetrical’care ang 
Diydtcians! services im the home, office, and) nospivel. 


However, in 1944 the Manitoba plan, which now is the third 


(1) [nm 1951 this plan was disbanded and its 1000 members 
were absorbed into Medical Services Saskatoon Incorpor- 


ated. 
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largest dector-sponsc0red scheme, recogMicing whe Mees 1 
TH co ae ® [39 JS es Pe 5 Bh hes ae Ser that Bete Oe Ht 2 ran fae rie tie pote 4 oe . oe : 4 np 2 on re 
diversification of itsS medical contracve oak UO provane a 


choice of coverage to its potential wémbership, intrecauced a 
more limited Sureical, Obstetrical, and im-aospivai medical 
Gare policy along with ite ecomprenensive centracy.«. Tie 


5 s ® 


nd to diversification im uhe types of Contract available 


Hy 


was continued in Eastern Canada in the next year. For 
example, the Windsor plan in 19>. introduced e Limived -coe 
tract providing only sureical and obsteurieal care, and ene 
Associated Medical Services introduced a group contract 


cove ering surgical, obstetrical and in-hospital medical care, 


4 Tt 


as alternatives to the more comprehensive contracts which 
Chey Radi Drevii couse of tered The doctor-sponsored plans 
which have been established in Eastern Canada since that 
time havé B14 continued CHis Trend, im contrast with tne 


{ 
newer plans in Western Canada. ' 


By the ‘end or 1945, epproximately Li2,000 persons were 
covered by four doctor-sponsored, one independent, and four 


co-operative or mutual benefit plans for some type of 


medical .<are insurance as shown in detail in Appendix II. 


POST-WAR EXPANSION 
The @reapedt increase Im tne mumber oF non-profit 


medical insurance plans operating in Canada, and in the 


membership of these plans, has occurred following the 


arose arenes eweceprehectent yates Rar Re (SR IRS EI: (8 Wt recht SAR ESTES eee nA SORT LEA CY RCIA SL LE SRS TRIS RE IS AOS, 


(lL) pot see Orso Porm, 154 developments In Limited. Imemeguce 
in the Wesvern vlans. 
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eessatcion of hostilities in 1945. Nine new plans were in- 
trodueed’ iti the four-year period 1946 to 1949, four 4f 
which were sponsored by the medical associations of the 
regions in which they operate. By the end of 1949, almost 
900,000 persons had been enrolled under non-profit medical 
insurance plans, and by December 1953, coverage had reached 


nearly 2.4 million. 


This rapid post-war expansion in coverage was in- 
Fluenced nov only by the economic and social factors men-— 
tioned earlier, but also by two important national develop- 
ments - wartime Parliamentary activities regarding social 
security in general, and organized medicine's leadership in 
fostering the extension of comprehensive doctor-sponsored 
schemes to cover-the whole population gradually on a pro- 


VWinetal or regional basis. 


(1) Developments in Social Security Planning 

Widespread public attention and interest was Trocussed 
on the subject of health insurance by the establishment of 
the Special Committee on Social Security of the House of 
Commons in 1943. Various aspects of the problems involved 
in inaugurating a national health insurance scheme were 
examined in two reports to this Committee - the Repory on 
Social Security for Canada prepared by Dr. L.C. Marsh for 
the Advisory Committee on Reconstruction, and the Report 
on Health Insurance prepared by the Advisory Committee on 


Health Insurance under Dr. J.J. Heagerty. The deliberations 


Ol RE nes OCC laa. Committee eventually led to the "Green Book 
Proposals" of the Government of Canada for the Dominion- 
Provinetal Conterence On. Recomsmrucy clei 1945-46, 1) which 
included recommendavaons CONnCerming UDI es tnVesvmeny aac OCs. 
security (unemployment insurance and assistance, old age 
pensions, and health insurance), and federal-provincial tax- 
Sharing. (NO agreemeny was reached by this conlercice Witn 
regard vO Lhe soClal Securiuy proposals, atid Une enlipiesis 
Cletever Ums cus cuenme Wee wroneterred tO Une Lax—siaring 
proposals which culminated in the taxation agreements of 
1947. However, investigations and deliberations on the 
problems of health insurance were continued beyond 1947 by 


tne Varuous Naruenal lay end proressicnal organize t woe 


InGeresbed Ti rhs euUbiecr, Lnchiding the Canadian Medical 


ASScevecron. 


(2) The Leadership of Organized Medicine 
The Canadian Medical Association in 1947 set up a Com- 
Hippee ens Prepaid Medical Care Piaus to attenpu We co 


ordinate the a@cvivivies Of stiese plang, end vo seek a 


federal charter for a nation-wide service. In its General 
Policy Statement of 1949, the Association proposed the 
establisiment and extension or voluntary prepara medrcal 


plans, and recognized the right of every Canadian to insure 


i 
( Dominion-Provincial Conference (i945). Dominion and Pro 
Vine val Submissions ~eand Plenary Comberence Discus sioner 
(Ottawa: Kanes eP pani ery «1 (-9Je 
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under these plans, with governmental assistance to individ- 
Vels Unable CoO meet the full cost,of premiums themselvee. 
Vito wiereasing: popular support of such programs, and the 
development of new plans in several provinces, the Canadian 
Medical Association gave active leadership, in co-operation 
with the medically-sponsored plans operating in the various 
Provinces, ivsetvmine up in 1951 a central agency to ca- 
ordinate the activities, methods, procedures, and informa- 
tion of the autonomous member organizations, thus further 
contributing to the eventual achievement of a nation-wide 
Svsvem.. THis agency, now designated as Trans-Canada Medical 
Plalismeana eoverned by 2 Commissiom consisting of cue re- 
presentative from each member plan and one from the Canadian 
HediceieAssoctauvlon, assists the varlous member plans To 
CGesien vier operations: sco 4s to achieve.a number of vim 
Vevroemmwoojectives, ineludinge national coutracts) tor ven- 
DlOvVercrOpecaeing in more than one province, and arrange— 
ments to permit the transfer of membership rights between 
PiencemroortLtimare objective is’ to aid all Canadians: 
whether in employed groups or not, to enroll voluntarily in 


medical insurance scnemes. 


(3) Nation-wide Extension of Operations 

In the post-war period, the most significant develop- 
Hem iimtnewriela of medical. care insurance was {ne anGre— 
duction in several regions of new doctor-sponsored plans 
offering comprehensive medical care contracts, as well as 


the expansion of enrollment under existing plans. In 
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addition, new co-operative plans were established, and some 
Or “Cme IBhuereross nosp tat insurance plans extended their 
Soerariomes ints The medleay tieirance Treve- 

hey CO-Opeh ot Ve sae 

The year 1946 saw the establishment of a co- 
operative plan. 1m she provinces. cr Wuebec Which, “prior to 
this time, had not experienced the development which had 
taken place in Ontario and the West. Although a few small 
local co-operatives had existed there for sometime, the 
organization of a co-operative syndicave, Les Services de 
Soanve, diy Queheemsoa, Of fieiaity spproved iby fa BRederavicn 
des Sociétés MSdicales de la Province de Québec, and insur- 
ing members of credit unions and employed groups against 
tne “COSiUS, Ol Medical and Nospival care, was an extension 
of the consumer co-operative health movement uoted in 
Ontario and Saskatchewan. “Parallel vo the establishment of 
this plan was the organization of the Co-operative Medical 
Services Federation (CMSF) in Ontario, and the Credit Union 
and Co-operative Health Services Society (CU & C) in British 
Columbia in the same year. The former was a federation of 
Che Tive eO-operavive assoc arvons operating in Ontario, to 
co-ordinate the activities of the member co-operatives, to 
give them guidance in providing medical and hospital benefits 
GO their members, and’ to encourage the extension of the 
movement which by 1952 embraced 38 Ontario co-operatives, 
including eight which offered medical benefits. The latter 


Dian. approved in 1949 by the B.C. College of Physicians and 
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Surgeons, was organized to provide comprehensive medical 
and surgical benefits to members and employees of credit 


UMLOUS and CO-Operatives operating in. British Columbia. 


“(b) Blue Cross Plans 

In the year 1946 also, there was a most signi- 
Puceanv exversvou, im the operations of Blue Cross fospical 
insurance schemes. Such programs had been inaugurated in 
all. provinces except Saskatchewan and Alberta by 1943, but 
until 1946 were exclusively concerned with hospital bills. 
In that year, however, the Quebec Hospital Service Associa- 
tion (qusa) ‘1) MAC BOGUGEO "EMC CONErACTS, provid Inpreureiceat 
and obstetrical benefits, and in-hospital medical Pa oHe 
SUreOreau  eoener ins, Witen it=sells “in conjunction Witt tvs 
Mocweve le nsuranice Conuracts. “This ‘plants medical Ware 
eirolimeny 1s now the largest of any non-profit plan in che 
Couuury. wiIwo years Jeter thé Maritime Hosplval Service 
Association (MHSA), an independent corporation approved by 
the New Brunswick and Prince Edward Island Medical Associa- 
Giote, Inavucuraved 4 medical ‘and @ surgical contract for 
persons enrolled under its hospital contracts, very 
Similar to those offered by the Quebec plan. Since this 
plan operates in the four Atlantic provinces, each of which 
has a large rural and self-employed population, it has nov 


confined itself to enrolling employed groups only, but has 


(1) tneorporated in 1942. 
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Dloneered 4 new uype of community convracy Covering a 
GeCVaIMeproporeion oF vherravepaversi 70s  Penool ler cirs. 
Finally, in 1952 the Ontario Hospital Association's (OHA) 
(1) 


Bier Cros geile began COllering, medical surcreal, anc 
ODS CELI Cal, Deneidivcs ah OS ik a een Vines. eo Per owe andy crs 
its hospital insurance plan who were enrolled in employed 


gsroups. Medical coverage under this plan is now the second 


bereesl iin Chesprovance. 


(c) Doctor-sponsored Plans 

The expansion of the non-profin docter—sponsored 
plans in the west in 1946, with the establishment of Medical 
services Saskatoon Incorporated (MSSI), reflected the leader- 
SiLp Of the medieq! prokession’ in che whole .(reld ior medical 
care insurance. Tats new pian, sponsored by the Saskatoon 
and District Medical Socievy, and having equal representapion 
Of PracCelU Lovers and Subscribers. om bee Board of Directors: 
began by offering a comprehensive range of medical benefits 
to its members, the majority of whom were enrolled on an 
Individual pass unis Cor the TrelauLvely Laree QMumber oF 
rural and self-employed persons in the area served. With 


the inauguration of Medical pervices Alberta Uncorpera ued 


(1) 


Untike the Quebec sand ‘Maritime planus; which ere inde- 
pendent corporations with joint medical-hospital-sub- 
SCULber Vepreseiuar FO Ol imueLr Isoands, Of IDimecloma entice 
Ontario plan te operated directly by the Ontario 

HOS plvaw Aesocteavion Wire cet a “Wie Marreime plan dae 
addition @ representative of each of the four provincial 
Sovernments on ite Bosrd.- 
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(MSI) in 1948, each of the four Western provinces was in a 
position to offer coverage under a doctor-sponsored plan to 
all eligible residents. The Alberta plan is sponsored and 
approved by the Alberta College of Physicians and Surgeons 
Pee IOUsC I= 1Ve-—saxtns Of ite directors are laymen. (1) Recog- 
nizing the special problems of a sparsely-settled, self- 
employed populavion, MST originally enrolléd, in addition to 
Ade artes groups, community "health groups" which were already 
in existence, and individual subscribers, for comprehensive 
NeGicavecare Gnsurance: Later it discontinued such contracts. 
It has, however, continued the practice of "experience- 
ravime Which was first adopted by the MSA plan fm British 
Columbia. [t should be noted that non-group contracts were 
introduced by the Manitoba plan in August 1950 for persons 
UMepic-wyo enrol) in employed @roups., and) that icommunivy. 7eon= 
tracts were offered in the same year by the Saskatoon plan to 
Pees One wed uearal wuUnicipaliuies. <The diversified ‘character 
Cine wooladvam popula LioOn has hus been EXaoen 22 by these 
mee tous (plans! tmeunelr experimentallon to cover as Karee- ie 
segments of the population as possible while still retaining 
the basic principles fr sound imsirance practice. The Tinal 
major development in Western Canada was the amalgamation in 
1949 of the doctor-sponsored Medical Services Incorporated 
Regina plan, and the consumer-sponsored Group Health Associa- 


bien 2 plan to form Group Medical Services (GMS) of Regina, 
De RN he A ee 


(1) Ceiginelivy gouresfitcie were: laymen. 
(2) Until 1948 this plan was known as the Regina Mutual 
Medical Benefit Association. 


=e ae 


Saskatchewan. This plan, aouproved by tne Regine ana Disvricy 
Medical Societies and naving equal practivioner anda sub- 
Scriuber Trepresencalton. om iver board Gie reCveta C1 ners a 
complete range ob Mmedical, surgical, obsvevrical, and. vureing 


benefits to members enrolled in employed groups. 


Alenough The -Cwo original plens ta Cenada were 
established Du Ontario, Soxvens1on Of Coverate wn Ul LS roe 
Vinee was relatively slow until afver 1948 when the Ontario 
Medical Assocreavionvspensored a Hew pilen, Phyercrsane! 


4 


pe neces IMCOrporaived gu PSL), Lo Olter mwecacal ioe anice 
benerivts to groups of employees Unroughour this industrial 
province. In order to make its benefits available vo 
persons at different income levels, and to permit freedom of 
COMSUNe ChORCe Whitin Vega TO whese bDeneTivues, Pot opfered 
Los members. a enolece of three medical insurance contracts 

au Varying premium rates. Surgical and obstetrical benerits 
were available under all Tiree couvracts, and in addition, 
medical (non-surgical) benefits were provided in hospital 
Under one “contract, and ah home, office and hospital under 
anotner. iO Order to reach, a broader potential marker and 
thus to reduce selling costs, an experiment was conducted 
between 1951 and 1952 whereby the "in-hospital" medical 
convract, Was offered in conjunction With the Ontario 
Hospital Association's Bive Cross Hespital insurance con— 
Utacy. Av whe “presen, tine, Pol te tae Larges: plan ct its 


type, dip The Country, I Germs. on bom persous enrol ledvand 


=e ne 


er pelcivures, on benetite. Ontario, then, is the Gey 

Peo rice wii five ditterene non-profit. plans provid ag 
benef us age chiget feild, under the sponsorship of the 
medical associations, the hospital association, the co- 
operative movement, and an independent non-profit corpora- 


SLO. 


Despite the early growth of the co-operative movement 
in the Maritime provinces, and the extension of the Blue 
Cross plan Anpo medical care insurance in the area, no 
gecvor-sponsoread plans emerged until ‘the. Medical Soclety of 
Nova Scotia organized, sponsored, and approved Maritime 
Medical Care Incorporated (MMC) in 1949 to provide medical 
insurance benefits to groups of employees and to members 
Ol Service clucs or Obner societies in that provinee. As 
Ueone Nw eCorte. Of Pols tWo-vhirds of ite Boerd of Direcvors 
Mist ese oec tors. With ten years of experience of plens 
elsewhere in Canada upon which to draw, this plan chose to 
offer both a comprehensive and a limited benefit contract to 
members of communities, clubs, and employed groups, and at 
the same time pioneered two new fields. It designed a 
contract to cover the dependents of servicemen who were 
themselves not in need of coverage, and also arranged to 
operate the Provincial Government's plan for providing 
limited medical care to certain persons in receipt of public 


assistance. 
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The expansion in enrollment under fourteen of these 
medical insurance plans for which data were provided is 
shown in devail An Appendix, bie Where 1 mMeye be Voved. Umat 
between 1946 and 1953 there was 4 thirteen-told inereage in 
coverage from 167,000 to 2.4 million persons. A detailed 
description of the. numbers: of persons covered for various 
benefits under these plans is the subject of the following 
chapter, while Chapvers Til and IV deal) respeevively win 
the financiael and utilization experience of the plans. The 
federavdion oF plane sorrering medical Insurance Contracts, 
Trans-Canada” Medieal Plans.) is discussed “in uhe concluding 


chapter. 
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Ii - COVERAGE AND BENEFITS 


Foot Lee mil lion DEES Oley. “Or El Perceny vOL Bue tote 
Canadian population were covered on December Sie. 4875 ow 


Some type of medical care benefits, either limited or com- 


: : oe 
Preieisive Iu ecope, Under The voluntary non=prorit plans‘ 1? 


ecouahlished M1*thisicouncry. Although complete information 
Lowi OoeA veh hea rel 53, i> 1s estimated that 2.4 imi) tian 
persons, or te percent. of the total population were covered 
Pyetnesendwor that year under such plans. A true portrayal 
out the extent to which Canadians are protected against the 
risk of illness under these plans, however, cannot be given 
VivioUeenerouing: ecuroliment statistics to the type of 
protection available under the various contracts written by 
tae planise sGonvracts diifer widely as to the range oF 
Cenewemerovided, ad eVvem when the same bDenefive ere ci- 


fered {by cisiterent’ plans, these may be modified by quive 


(1) 1 has been estimated that as of December 31, 1951, 
Dio OOO. persous were enrol bedsfor surgical expeuses: 
and 819;000 covered for medical (non-surgical) expenses 
by commercial insurance companies, after allowing Tor 
duplicetvion of oversee. Of these numbers). 290,000 and 
119,000 respectively were enrolled under individual 
Parnerstvnen eroup concracts.. See Financing. fealon 
Services in Canada prepared by the Joint Committee on 
Health Insurance of the All Canada Insurance Federation 
ang the Canadian Life Insurance Officers Association 
Moroni, L054) ,°pp. 19-23. 

The number of persons covered under programs 
operated by industrial organizations or government 
bodies for their employeés, or: those purchasing 
protection from fraternal bodies, credit unions and 
fo On, 26 NOL available ab the presenc .ime- 
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GQiprereny Waavinme periods Of “oper “ex Owiieloule OG limitations. 
FOr Vere reason, this Chapter sarvalyzes Coverete Gavan 
berms of the oypes OF contract Wunder woilen subpseribers are 
enrolled, and tne benefits extended by each type of con- 


LONG VOR: 6 


PS. On Vecenbers i Soi Brivis Colo tan Mecirops.. auc 
Quebec had the largest percentages of their population en- 
rolled for medical care benefits, from 14-16 percent as 
InGweated in Table I, wWhkle A loerrs saga sas tavcnewan fed ule 
suglles®. (By the vendsot —O>ss Mamimove nad expanded, “ius 
envoliment tbo 2k percent Of “Lis pepnulatrlom, Outario tc 
18 percent, and Saskatchewan to 14 percent, as shown in 
Chart, i: When censidering the mropertion ‘ef the total 
population enrolled, as one measure of the effectiveness of 
NOM prot Lio plans hms t be Dorne tm Mind Gna Suen plans 
have snad’ tov-devilse their programs Go conform to ‘Gertain 
fundamental principles of established insurance practice. 
Tine excent, to Witch Such tactors 25, the ate, nealun or 
employment status, requirements of the various plans Limit 
eligioedaity for membersnim le discussed, av tne end of tis 


Chapie te 
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CHART 1 


PERCENTAGE OF TOTAL POPULATION ENROLLED FOR COMPREHENSIVE AND LIMITED BENEFITS, 
NON-PROFIT VOLUNTARY MEDICAL INSURANCE PLANS, BY PROVINCES 


PER CERT 


100 - 


ib) 
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Source: 


BRITISH 
COLUMBIA 


Tables 1, 4 and 7 


1951, 1953 


LIMITED 


COMPREHENSIVE 


a 


aff Z, 


ALBERTA SASKATCHEWAN MANITOBA ONTARIO 


1951 


ity 


|G , 
rl EZ 


QUEBEC 


1953 


MARITIME 
PROVINCES 


lg 


Ks 


TOTAL TEN 
PROVINCES 


CLASSIFICATION OF PLANS 
(1) Service and Indemnification Plans 

BelOre ancomparison of the benefits offered by the 14 
medieaiecare plans operating in Canada is eCLenpleG., slurries 
betprul te clagetry these.plans in two different ways - 
eacecruiIne VO UNéir methods of ‘paying for the benefits 
received by their members, and the scope of the benefits 
that are available to their members under different con- 
tracts. "Indemnification" plans guarantee to reimburse the 
individual member for his medical care expenses up to certain 
fixed maximum sums for each type of service received, and do 
MeUeci Ger HHLO CONLrAaCtTS with doctors to. accept the amounts 


betdsoy uae plans as full payment for services rendered. 


Se 


Coerges beyond these maxima are the responsibility of tne 
member.\1) "Service" plans, strictly speaking, guarantee to 
Deyecne Tull cost of medical care services rendered to their 
members. me louver plans usually enter ante contracts wie 
Weerore or vnelr professional associations) who agree. tc 
BCepiewene, (ees paid by che plans as full Sareneatee 
services rendered. For example, an indemnification plan 
might agree to pay its members $3.00 for each hospital visit 
by ee fen or $100 for an appendectomy. If the 


Buretcal operation cost. the patient $125. or ifthe 


physician charged $4.00: for each hospital call, the patient 
Woula vot be reimbursed for the full amount. of Nis Dill. A 


service plan, on the other hand, might have a similar fee 


(1) By retaining responsibility for assuming some portion of 
: é : mir It . 
these charges, the member is in effect "co-insuring” his 
own risk. 


schedule which also pays @ physician $3.00 fore hnocprt al 
visit, and a surgeon $100 for an appendectomy, but, because 
Of le Conerach Witt Unesserva ce plan tier Coe OnmCamicCt 
charge member-patients more than these amounts for these 
Services. “Tne parler He aor called Upon We wpay any ad 


GaitTonels Wee. Cur cok mys Owe oOCKess 


Mierea Ts.) mOwever,- cli one, plan wa Canada — Manipope 
Medics Service = Whiien Nears vals rigorous det inion con 4 
"service" plani!). consequently, it is necessary to make a 


"W 


further distinetion between "full service" and “parttat 
service” plans. While the former guarantee to pay the full 
COG Oia Waneioa) care Services vune Lever Suaranlee Te 
pay tie Pull eos of general practivUloner Gare rendered) Vo 
Their members by Gectors Under contract, BDUL periis certs. 
Tied SUeCTea Lists bo Charee ado ttioneal recs Tor their 
SCrPVICGE 11 Uney SO WiSh. “Of THe mine Service plans tne, 
one meets the "full service" definition and eight are 
"VEtioG@ie service . Plate.» Of tne Maver, ©ive seo meer 

Ube: Publ ecost of Cdlagnostic Services..auc, Unree Of these 
ey 


Pavel way casita. One of the five "indemnification" 


DienGy (= Ghe Ontario Ce-cpersulve Federarion =“altnougm ac 


> HOWwever,  Gne, PAG. mora meets tne Wr tCos tT “or say 
necessary feneral "praiciatiener and relerred ‘spec tals 7 
services, and two other plans offer full service 
benefits to their low-income subscribers and dependents 
as Oise cussed ch pp. 2o-3%. 

Ve) 


Hu) COSts, Nere Mean Une echedwmicd Tees, Tor unese heme: 
less any discounts that may have been agreed upon by the 
DEE end Whee soa Vora Nhe CU eamolees: 


M-626 
55a 


2 a 


eene cOonbracts with practitioners, agrees to pay the 
minimum fees set forth in the provincial Medical Associa- 
tion's fee-schedule, but requires members to meet the first 
$15 of any professional charges. Members are also res- 
evs bie. of course, for any charges. in excess of the 


scheduled minimum fees. 


Indemnification plans, which reimburse members for 
medical expenses incurred, covered 766,033 persons at 
See pecember 195), while service contracts, which pay tne 
full cost of at least general practitioner care, covered 
804,824 persons on the same date. By the end of 1953, the 
numbers covered had increased to an estimated 1,140,000 
and 1,210,000 persons respectively. In percentage terms, 
49 percent of the covered population were enrolled under 
Pademaiiication plans. and 51 percent under, serviee plans 
Dimou mvears., By<COnDres., developments in) Chvsr wel am 
the United States have been largely in the form of indemni- 
fication plans. [It is estimated that 67 to 75 percent(1) 
of Blue Shield members. in the United States. were entitled 
to receive cash indemnities in 1950, (°) a pavcern very, ait 
ferent to that developed in Canada. 


ey Tf the 3 million members of comprehensive independent 
plans were included in the total, then 56 to 63 percent 
of all persons insured for medical benefits in the 
United States. in 1950 were entitled to receive cash 
indemnities. : 


ee) Most of these-were not Stteiblie -for* service Denelris 
because they earned above the stipulated income limits; 
the average limits in 1949 were $2050 Tor single 
persons, ahd $5100 for families, By 195e the average 
income limit for families had risen to $3500. 
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(2) Comprehensive and Timited: Programe 

The second metnod of lass Livine. meduce lh Ca relate 
te based om the scope wt the Perel its provided. vo Wie sup — 
scribers to the various contracts. A "comprehensive" con- 
tract might be defined as one which provides a wide range of 
Denes [ALC IMdtne “payments. LOr-ench Ol Une at Ohlowinge 
Services: physiedanss -calis Sim Obl ice home eu, Noa pived, 
COnsulGaviones, sureciesl” Operations anc) procedUres:  contine. 
ments; anaesthesia; and x-ray, laboratory, and other 
diagnostic procedures. A "limited" contract would be one 
which provides only a limited selection of these benefits, 
SuUCI> aS SUrectCal and ObSLeGriCal Cerve. "Witt OF Wienouse 


nedical (ion sureited!) scare im sespi va 


Aig Ne enGwot oe 1 OG1. "oy OOO) “pertore (Ol 7. perce 
GF Dthe toLal  Canadwvan populecinun were. enrol ved tinder the 15 
"comprehensive" contracts which were written by the 9 
service Plans IU operat lonay Bhat vines eA ad@lurtona! 
836,000 persons\1)- 6 percent of the population - were 
covered under 16 "limited" contracts offered by 5 of these 
service plans and 4 indemnification plans. Thus, as 
meng Loned previously; abouk. Li sperceny of the Canadian 


populatien by the end of 1951 had.some protection through 


(l) tt will be noted that the sum of these two Liorres sus 
Less solen Une: wove eiven wa Renle wi:  “Vibrnae wocen 
estimated -that an addivioual 7,000), persons were enrolled 
for comprehensive benefits under the co-operative as- 
Ssociations in Saskatchewan but information about these 
plans Nas Mop Deen inehided i hariaie oul letmun., 

Over 60,000 persons, or 4 percent of the covered 
population, were enrolled under "non-group" contracts, 
as dVechissed OU pp. 1-15. 


eee 


NOpo rolls plans avainee he costs. of 4iiness. By December 
955, Wen one additional indemnification Dla iy oie sees’. 
1,105,000 persons or 7.5 percent of the population were 
covered under comprehensive contracts, and 1}, 250,000: persone 
(8.5 percent) under limited contracts. Although 17/7 percent 
of the United States population (25 million persons) were 
insured for some medical care benefits through non-profit 
plans in December 1951, only 2.4 percent had comprehensive 
coverage. (1) It is of interest to note that, whereas 47 per- 
cent of the enrolled population in Canada had comprehensive 
coverage at that time, only 14 percent of the enrolled 
VEEsCOlce layne Uliived States had such core nae 1c should 
also be mentioned that all of the Canadian “comprehensive" 
plans were operating on a "service" basis in 1951, whereas 7 
of the 11 American Blue Shield comprehensive plans operated 
Sao eee Cos) 1ndennl oy Or 2 part—service, perv-cacn 
indemnity basis depending on income limits. Twenty of the 

6 U.S. Blue Shiéld plans operating on such a "split—-benefit" 
basia im Pevruary 1952 had set income limits. of $3500° or Jess 
Cooler faniiy conuracts LO restrict eligibinigy 2ce 
Mservice" Benefits. Of these plans, thirteen had chose 


$3000 as the limit for family contracts. (@) 


(1) The president's Commission on the Health Needs of the 
Nation, Building America's Health, Vol. 4, Financing A 
Health Program For America, (Washington: Government 
Peineine Oniice,. Loss) Ds 3e(> 

(2) OpN. Serbein, Jp... Paying Por Medical Care in tie United 
States, (New York: Columbia University Press, 1953), 
Taher is, Pee JO. 
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A classification of Canadian medical care con- 
tracts both by range of benefits - comprehensive or limited 
= and by type of plan - indemnification, full service, or 


partial service - is given in Table ec. 


The figures for the annual postwar enrollment under 
the comprehensive and limited contracts available in the 
Various provinces are summarizedrin thesfolLiowinge sections. 
Gompleve enroliment stacvisvticse foreach plan are civen ina 


PpOosia rx il. 


Od 


*eloy PeqySTI sqyoedquoo eyy Jo uoTydyTuosep Be seats III xfpueddy :e40N 


°1S6T UF syoeazquod esATsueyeddwoo Jo UoTyoNpodqUyT e4y SuTAeptsuoo ede sue{d esoul 

*seSaeyo [euotssejoud fue Jo 00°ST# ysatg shed sequoy 

*sounpeooud [eoTSins JoJ pemoTte st ooc# Jo unuytxeuw y 

°O0S61T Azenigegd peqysutwse] 

“squoetqed doquiew 04 seey vuyxe oSueyo 04 aedJ ede sadouotyyTyoedd Tedoues *‘sTeAeT ewWooUuyT UTeqydeo sAOogY 

°sseyl Bedyxe eSareyo 04 peqqyymued you exe sqysttefoeds 

*q9BdjU0O STUY Jepun peqyWTT ede seotaues fey-X 

*seoy Bdyxe eSaBsyo esdnod 

jo £ew (sqysfSoTo;ped °3°9) syst Tefoeds petTjt4yzep “sdoqoop Supyedtotyszed say pues ustd ou4 ueemyeq peSusdie 
ueeq eAey Lew YOTUM sWeqy eseyuy Jol seojy petTnpeyos euy jo squNoostp kue deqgye ‘quetqaed ey4 of 4500 [TNJ eu (%) 


py ee 
a2odvaowy wa 


| 
| | | O8S- 
| : | (1) ORSN-VSHW 
| | owt Tien 
Cg GeV - OSS a | 
|  (pyOSS_ tend | OW *S‘N | ORS - 
paXxg- ; ORS - | ORSN - 
(o)SWW "Ue . (p)SWM °9U0 | | | (a) - ¥SHO ‘end 
ND “SBS | UMOTG - | | : (3) aSwo °4uU0 
| TeNnpTAPpur- ; ueedy - O8SW - O8SN - VHO *3U0 
(z)e- £4 Tunwuw0g9- = Jigen 2 aReK) (P) SNM °4U0 | (2), 00Cn = uSNDy - 
Wa ! ‘q- ‘y- “Say i ORS - OWN [San ISW ae aly) Canin i = SN V * quo wOO9T i rz 
(p)OSs “end | ISSN ‘uses | (o)SWI “UAH | enTa - ISd *440 | | VSW "O° | SW TURN | udu - SW * TEN u006u - SNV¥ “940 
i fl } 
peqqut eATsueusaduo peqIwty eATsueyedduog peqtwtTy eAatsueyeuduog | eATSsueyerdwog peqtwtTT 
pod Tug Seopaaes *d°y SeoTAdes Of |sOUseTq pus | seo TAdeg 
gO 48090 TInd tal 0) GUS) Se) LqEatel ~al<33) aXe” SUSION) Whinst 
j 3) | i 
ram edTAXOS TRTtqaied I eofyAdes Tha 
etn a LS ey oe ee a : SUBTd 
SUBTd ,e0FATES,, UOT eo FJ Fuwepul,, 


: 256 “TE MRGNBOMG ‘AHCIAOUd SLIAGNAD JO BZONVY Ad ANV 
‘NVId JO ddAL AG ‘SNVId HONVYNSNI LIAOUd-NON NAALYENO 
Kd GHYaaIO SLOVHYLNOO BYVO IVOIGEN JO NOILVOIMISSVIO °2 STQeL 


eke ie 


COMPREHENSIVE INSURANCE 


COVERAGE 

Comprenensive Contracts in, i95l were ~ortlercd only by 
"service" plans, most of which are sponsored by medical 
associations, and all of which are approved by the profes- 
Tous. Wider Giese CoOnoraCus. Ned .Cole tot usc a maric. 
OUSteLrical care i heme, Office and, nosgpital is) availavle 
TO sald SUbScripers. Suen Comprenensive bener its. wene wor 
fered to about 47 percent of all persons enrolled under the 
non-profit plans for some type of medical care in eae LORS 


ec Os 5. 


Eorollmente- Under comprenensive wtedieal “care contracta 
macreased from abou 154,000 1a 1946 to 755,000 in Tosa) and 
Wor el Oe OOO att ORS iti an ineresse wf a ilnget) oS percent 
between 1950 and 1953. Over the last three years, however, 
the rate of growth has been steadily declining as is indi- 
cated Ut) Uhert. 2, -Tnesenurotiment' under seach or. tne se plans 
offering eonprenensive insurance Gdurine tis period “is given 
an Maple Sey aA Steady expansion in enrolineny particularly 
of Hornet. comparatively healthy persons, is extremely 
LMpOR Gane “lOr mine VolUwntary HOu-proLuL plans. Since Biel 
OperaLing pric moles ieeduLre that aicertain proportion ot 
the membership make no claims on the Fouess Welemla Weak cialets Al exer 
Membership growth becomes increasingly important as the 


proportion of the members in the older age groups increases. 
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CHART 2 
NUMBER OF PERSONS COVERED AND PERCENTAGE INCREASE 
IN ENROLLMENT OVER PREVIOUS YEAR, UNDER 
COMPREHENSIVE MEDICAL INSURANCE CONTRACTS, 
Pid ee 1945 - 1953 


1,200,000 - 


1,104,895 


929,776 
900,000 a 


734,887 
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PER CENT 
60 


50 
40 
304 


20 


os ~«194G:«=~*«SRT:«*C~C*«“‘«édz|S:*S*«aG:*SC*«aGS]SCS*«sGSCS*«i:CSCSC*«a 


Source: Table 


The two plans with the largest enrollment under 
comprehensive contracts at the end of 1953 were Physicians! 
Services (Ontario) and the British Columbia plan, having 
oils OOOnand. 223,000 members, respectively. Ontario had the 
greatest number of persons enrolled for comprehensive 
benefits (452,000), representing about 9 per cent of the 
province's 1953 population. Manitoba, on the other hand, 
had 20 per cent of its population so enrolled, while British 
Columbia had almost 19 percent, as shown in Table 4. Quebec 
had less than one percent of its population (35,000 persons) 
enrolled for comprehensive medical care. The overall 
Canadien enroliment was (-5 percent of the total Sasa 
population. 

Table 4. ENROLLMENT UNDER "COMPREHENSIVE" MEDICAL CARE 
CONTRACTS AS PERCENTAGE OF TOTAL 


POPULATION, BY PROVINCE, 
PSL AND Los 


Percentage forolled 


Province UES og LOES 
British Columbia 18.6 
Alberta reed 
Saskatchewan 13.9 
Manitoba 10 36 
Ontario 9.2 
Quebec ONG 
Nova Scotia (9 
canapa (2) 5.3 ies 


(a) Comprehensive contracts were not offered Lf -Gne other 
three provinces by any Blue Shield type plans wnt Oss. 
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io ell “tne plans Olrlering Uneixr menvers, a Choice 
between comprehensive and limited contracts, the comprehen- 
Siverconvreacus appear To be ne Most popular. “Hor example: 
asc Table 5 indicates; "OL Uhe = Tives plans which provided sucn 
a choice in 1953, chree plans had. over GO" percent, “ene plan 
over 80 percent, and one had almost 70 percent of their 
total membership enrolled for comprehensive care. [In four 
other plans covering 407,000 persons in 1953) 2) only 


comprehensive contracts were ofirered. 


Table 5. ENROLLMENT UNDER "COMPREHENSIVE" MEDICAL CARE CON- 
TRACTS AS PERCENTAGE OF TOTAL ENROLLMENT! FIVE NON- 
PROFIT INSURANCE PLANS, 1951 AND 1953 


Percentage Enrolled 


Province 


OnGario eal: 
Nova Scotia 99.2 
Manitoba 02, 6 
Ontario eOsul 
Quebec ou 


SCOPE OF BENEFITS 


While it has been possible to include in this bul- 
letin) current (dave presenting statistical unrcrmation ‘on “the 
number of persons covered and the general financial opera- 


TLons Of the plans towuie end or 1954, the sollowing 


(1) In 1954, this pattern may change considerably. Plans in 
the three western provinces are introducing limited con- 
tracts, while plans in Eastern Canada are considering 
introducing comprehensive service contracts. 


os Os 


material regarding the benefit provisions of the various 
medical insurance contracts and the numbers enrolled there- 
under relates very largely to the year Lops. Slnee> Tate wes 
the latest year for which complete information on benefit 


provisions was collected. 


Although comprehensive contracts have been defined as 
those which offer a complete range of benefits to members, 
it Is extremely difficult to draw comparisons even among 
those plans which seem to be offering similar packages of 
béenerite,. since different waiting periods, exclusions, and 
Cvner tim vations are entorced by each plan. This faccor 
must be borne in mind whenever a comparison 15 made of the 
Ser ce emonucred Dy Cli rerent, plans, with regard eivner anc 
the volume of the services themselves, or to. the cost of 
providing the services to members. An outline of the pene- 
fits offered by each plan, at December 3ist, 1951, by type 


OP teonGrearcoe, Ss Civen 1 Append Lx 111. 


iu providing benefits to their members, tne compre- 
hensive plans have deliberately chosen to go beyond the 
limits which the strictest application of insurance 
principles would impose on tne scope of benefits offered. 
To illustrate, events which will in all probability occur in 
the near future are not considered good insurance risks. 
Immediate treatment for pre-existing conditions, and home 


and office calls, are generally considered to fall in this 
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Gaverory. However in order vo provide really Meconpeehencie 
range of Services, include preventive Weasures we iese vans 
nave developed wheir programs to provide suciv services) woica, 


NOWeVEr “COStIy, are consloOecredmessciitGual oe aCe ve: pros 


oe 


Ge Ours Ou. 


(al LC Ota Clie ie leita ope ome 
Thies cConpractuad IiAbiuhityy cot Chewy Oluiiaiay “las Bes 


1) Gependine con. Cag vie 


Penne rately iii Ged aut takes ways, 
physician who renders the service, (b) the nature of the 
Service, ands (¢) the Dablent s durat lon oF memberani p. 
~PeCialists are usually remunerated av. seneral pracuilerouner 
Paves, Bud» ere Prec ior iil) patente a Om ne oh erence 
between these ‘and. the regular epecialist rates... Dollar 
Lime: way De imposed: om ancisidary beveting auch an. c- cay 

and diagnostic services. Waiting periods are. enforced before 
treatment Tor Certara types tol pCond Lo loneesice oyain ap len 9 ine 
NMOBtC ei NpOrtant of these Timiwevecns Ms Paar placed by. one 
plans on thelr diabilility to meet tne Coste of Services per= 
formed by specialists. There are at present no available 


GaGa Oetme “exure COsSt bo Ene mattent ees tine from tniese 


LiL Cat LOme > 


(a) General Practitioners and Specialists 
Dive nine iOl* ne service’ plans offer contracts 


(covering 1,105,000 members in 1953) which guarantee to pay 


(1) Hor reasons when are ie cussed on 152-53. 


- 35 - 


che compleve: cost of ali hecessary preventive, diagnostic 
or therapeutic services performed by general practitioners 
iueiie Wome, office, or horpital, |.) either by paying the 
piysielanrdireerly or, in exceptional ecLrcumstances, by 


reimbursing the patient for his expenditures. 


However, as» noted previously, only the’ Manitopa 
Medical pemvice Olvers 2 "fwil sérvice" contract te all ata 
members, which entitles them to the complete cost of refer- 
red or ton-reverred specialist care without risk or “extra= 
baliine(e?. only 14 percent (147,533 persons) of all 
persons covered for comprehensive insurance in 1953 were 
enpoulecmunder Liis’ type of contract. The Medical Service 
Resotieu.on Of British Columbia, nowever, is a full service 
Deen co we texveny Unat it pays the full cose! Or general 
Diee Gooner end. relerred Specialist services... The Wandser 
plan, as discussed below, employs an income limit to 
determine whether a member is or is not entitled to the full 
cost of specialist services. Originally "extra-billing" was 
not permitted under the British Columbia, Saskatoon, or 


Windsor plans, and the extent to which it is now practised 


(1) One plan will not pay general practitioner claims exceed- 
ing $37.50 per persons per month for hospital and home 
ealls for pacdiavrics; one of its contracts aiso: Timivus 
Criice CaslsesGo twelve per year. 

— But this plan will not pay specialist claims exceeding 
$50 per person per month for hospital and home visits 
for paediatrics. 

(3) Except when, by a definite prior agreement which is 
mitually satisfactory to the patient and the doctor, the 
patient assumes full responsibility for the costs of any 
"extra" services he requests. 


Under 7One eben plans, which serie 1% [is SOG Knows 5 ain 
actwal practice it, appears; that many speciahists ccepu. the 
rates: paid soy bne plans, as: Tul ipaymemat, Loriruhe: semvices) vlaey. 


render 10 member—patlenvs. 


Di aad tLon VO. GnewDasie Trealneay Serv Ces. me iu) 
persons. enrolled. under camprehensive contracts were eligible 
to receive any necessary consultative services upon referral 
Preommone peneral practavconer wo another, wiuncur Timugar lone 
However, the Ludd Gosts or constltaraonseupom referral to 
Specialis Ts , es Wa the case or Specialities, treatmen’ Sergvices, 
LS Noe weneralilw guaranteed iby Bhne service plans acince omy 
one plan contracvs vo meet Specialists: charges in full. (1) 

A further restrictvilon ton the contractual ean kiiy oF 
plans LO: Meet the cost hor nyeielans"” services ts une: use 
of Aneome limits by the Windsor and Services de Sante plans. 
Until May, 1953, partierpatine physicians were permitted to 
charge additional fees at thé time or service, jonly wo chose 
married members of the Windsor plan earning more than $6,500 
annually, and to those single persons earning more than 
53,000; au that date, the income Limit for single sub- 
scribers was raised to $4,000. Neither general practitioners 
NOP Specialise vs UNdery this: plan vmay Charee -excra.fees for 


services rendered to members who Carn Tess than thege 


aK 
iy However. UWO (plans “covering some sil O00) persone im 1955) 
pay the full costiray Boecialist raves, -of Une irs 


consulvation only. 


M-626 
5.54 


Sas tae 


amounts. The Services de Santé plan adopts a sitehntly dif= 
Perens approach to thie problem. As of LOSI) Der Lace t ine 
general practitioners, and specialists providing examinations 
Or treatment services, might not charge more than the 
scheduled rates for their services, when their patients 
earned less than $2,400 if married or $1,500 if single; ad- 
ditional sums might be charged if a patient's income exceed- 
ed these limites. Bor referred consultations or treatment by 
Specialists, however, the plan meets only 50 percent of the 
seneduled rates, and the specialist is not permitted to 
charge the patient more than the remaining 50 pereent, when 
his ineome is less than the above limite. With lege than 
175,000 persons, or 16 percent of all comprehensive contract 
Senrolieeea. covered under these plans in 1953) 40 25 obvious 
thay income limits do mot present a serious barrier To most 


Bee cred : ; ‘ ney 
persons subscribing for comprehensive "service" benefits. | 


(Db) Dollar Limits on Ancillary Benefits 

With the increased use of diagnostic and 
laboratory facilities, some plans have necessarily imposed 
dollar linies on their liability for certaim aneéiilary 
services, although again, in terms of the total Canadian 
COVverace, eee tinttattons have effected omy a wimority oF 
the insured persons. By 1951, maximum limits of Vo> ane oa 
had been set by two plans on the total payments they would 


make for diagnostic x-ray, laboratory, and all other 


Soap Sree ee ee ee eee, Seer: men ee he Ee Meee 
(1) For comparable American experience, see p.c3. 
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diagnostic services for any of their 56,000 alehiierseas ee ca 


years Horlan additsonal 247,000 persons, or one -raiird. o1 


de 


the comprenensively—-insured population in L951, diagnostic 


x-ray services alone were subject to limits varying from $25 
to $50 per person. per year, or from 50 to 75 percent of toral 
COSUMNOr- a CONDLNARTOUY Ol Giese.  aOn ere wovnel  akicn Venmy 
few plans impose dollar limits on payments Tor x-rays in 
Tracuure cases, Since fractures eecur infrequenvly enougnm vo 
be considered an "insurable risk", and are not usually a 
Serious ‘COStTy prop ben. “Only “about Sepercenv of svie=persors 
insured for comprehensive benerits were subj ect vo, rractuare 
xray LumniGavtens 11 Londen! Basal metabolism vests, blood 
COUnGe,, Urinalyses, electrocardilograns, and ciuner laboravory 
and diagnostic services were available without extra charge 


WO Sle Vit. cle percent 3! Of MNOSe Persons With comprenena ive 


BDROGeCCr LO 


LG LS eva Ceuw nei. tile. Pie Dla We. eh uGn ee. cio lett 
LILES won parvleular items or Service, ratner than on Gotta! 
CXVendITUCTes, “per Dat eRnly Ii Order To. Pestriuet super voual 
liability hor Denerivse. Min tac. “oly two pilene. With Some 


5O, OOO members in 1951, nave Tound il necessary to impose 


(1) pimost 33,000 of these were enrolled under "non-group" 
contracts,’ lnsuring individuals: who were nov members or 
employed groups. 

29) 


TAVES: COUUrECUS, COVErING SOSO000 personae euaranteed: to pay 
50 Or 75) percent OF Such (COetS or Maxime rol G55 ows c. 


(3) Including the 56,000 persons mentioned above. In all, 
( contracts covering 87,000 persons in 1951 limimed-pay— 
ments Tor these services’ to from 610 Go $50, or 50 per= 
eent of the scheduled rates. 


M-626 
5.54 


- 39 - 


annual limits on total payments for medical care benefits, 


amounting to $4001) and $500 per person. 


(c) Waiting-Periods 

ihe third method by whieh= a. plans limite Ace 
muability to pay benefits 1s by requiring that new members 
undergo waiting-periods before they become eligible to 
Receive benefits; but, as with dollar limitavionson anci1- 
oLyecec vices and wncome limits on elie ibt iy sromepenet iio. 
this restriction affects only a minority of the comprehen- 
Sive contract members. Most benefits were immediately avail- 
able to 683,000 persons under 11 comprehensive contracts in 
1951. Waiting periods of one or two months, however, were 
Pec mcd underm > couvracts perore: theim 52, 000 a arc) Ca 
became eligible for any medical care benefits. Insurance 
principles suggest that waiting-periods are desirable in 
order that the contributions of beneficiaries may be ac- 
cumulated before expenditures are incurred on their behalf, 
and that persons may be discouraged from enrolling to obtain 
a varticular benefit and then withdrawing. Jn this way a 
planes assured of having more cConuribucors Gham recipienvs 
Giebenemi te au any cuver bime.- Theslimited mse of walang 
periods by the Canadian comprehensive plans indicates their 


eoneern with the immediate extension of basic protection to 


(1) Tia limit only applies TPo™persons who nave Lert. covered 
employment and convert to an individual .convuracy. 
eae faint Rak, ee " 
) Almost 35,000 of these were enrolled under non-group 
contracts. 


(2 


ote 2 es 


their members. “Treatment Tor esuecitie ecoudivvons, paruse 
cularly confinements and surgery, however, was subject to 
waiting-periods of from 6 to 12 months under some of the 


plane. 


(i) Confinements. The most common benefit whicn en- 
tails a waiting-period is attendance as confinement. To 
illustrate, 60 percent of all comprehensively-insured 
persons (439,000) in 1951 were enrolled under contracts 
which withhold maternity benefits until arter 10 months of 
family wapederet An additional 36 percent subscribed to 


COUUraCtls Which require SO monunhe <a. wiaci Velor heoneed anes 


A 12-month wait was imposed on 8,000 persons under another 
Bontract. In fact, only 2 contracts, with 20,000 members; 
dispensed completely with waiting-periods in the case of 
confinements. ‘> IG should be noted newayee that "extended 
maternity benefits" are available to former subscribers of 


che B.C. plan for a period of 9 months Tollowing: termination 


of membership. 


(ii) Pre-Existing Conditions. Restrictions on treat- 
ment. for) conditions whieh hadvexisted prior to enroliment do 
not apply to the majority of persons comprehensively insured. 
About 63 percent of members with comprehensive coverage 
(1 | 
The Alberta plan will accept 9 months of single 
hembers hip. 


(2) 
| eee waiting-periods for "Obstetrical Surgery" in Table 6. 
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(461,000 persons under 6 contracts) were eligible in 1951 

Tor such treatment as soon as they enrolled. At that Lame, 
waiting-periods of 6 months, 10 months, and 12 months were 
required under 3 other contracts before newly-insured persons 
among their 221,000 members could be treated for such pre- 
exis bine “cCondiGiens. While Pour contracts with 53,000 
members"? Specifically excluded treatment for these condi- 
Cems rom their benerits, the Saskatoon plem nas found that 
less tnan one member in ten has an exclusion due to 4 pre- 


existing tcondl tion. 


fot) Jourcery,  TMiesprovis lon wf eireiesl benefits 
requires ssipecaal AtLTLention since Some plans nave Aimiped 
heise Aivability Tor such benefits by @_ combination oF wait- 
Mie =vertodavand Goller limits, SOselner with tine mreviousiy = 
mentioned "extra-billing" privilege extended to certified 


Specialists: 


Dis. ton one wilans wet Portn sehnedulles Ff Uine Hees etme 
Wille tay sor Sureical operations: If a Specialisy, wienes Wve 
charge more than the fee listed, he may assess the patient 
for this extra sum under any but the one "full service" plan 


which pays specialists in full (Manitoba), or the two 


\ 


"nartial service" plans, (Windsor, S.S.Q-) which do not 


permit specialists to "“extra-bill” their low-income 


See a ne ea ee eee eae eT SFT er eNY re Ne en 

(1) tt should be noted that almost 33,000 of these persons 
were enrolled under "non-group" contracts. Because of 
the greater probability of enrolling "poor health risks" 
under such contracts, restrictions on treatment for pre- 


existing conditions are imposed. 


alicia 


SUDS CRILDErS =) Tne Alberta tani Britis i. Colum lar pians  recuare 
that their members be informed of such extra charges in 
advances varkruvnough relerred ss pecla Wis uu serny i Celtre re Wisia daly, 


paid in full by the latter plan.(1) Apart from this pro- 


Vision, no durther saimivar ons ~onnceneral "surelcal penemire 
were imposed in 1951 on 92 percent (679,000) of all compre- 
hensively-insured persons. Two contracts, covering 42,000 
persons,-required their members to undergo 2 or 3 month 
waiting-periods before any surgical benefits were avail- 
able. Another limited payment for surgical benefits to a 


maximum of $2000 per operation. 


Because or Phe insurance risk involved in. making 
eereain benerits available to menbers, tmmediately, parctLleu- 
lage surcical operations. also carry certain walting—periods 
whieh must be undergone. before new members are eligible to 
receive sucno benetits. These periods vary fTrom one ey tO 
anouner, and from oné operation te anovaer., A representa- 
tive, te. of surgical operations fs Biven ian Table 6, with 
Cae) LUSienvrol lnene. Pigures.. of lane Impose, Walt ine 
periods from 6 months to 2 years, JOL Whten Une majority. 


WELE Joe wear tor legs. 


(1) Thes Regina plan eaiso lik pay speciatisvs iin tullsior 
operations considered to be outside the scope of a 
general epractatvloner teyekwli. 
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ay ars 
LIMITED INSURANCE 


COVERAGE 

Slaenvly More tna One-nal i onions Wenpersi it ol 
non-profit plans in Ganeda were enrolled for "limited" 
rather tian COoMmprenensive Tistraice, in Tooele ne or Winese, 
One-nNalft were in the sprovince of Quebec. limuceq insurence 
programs for the most part offer “indemnification" rather 
than “service" benefits; in fact, non-profit indemnification 
Plats, WithouD dOCLor Sspctisersiie. secounmedn tor sitios. Je 
percent of the Dinived insurance scoverase.  iisurance for 
surpeical and ObSBTeUtrical carey wae: aver lable “lo, Viruual iy ir) 
of these persons, while medical (non-surgical) care in 
hospital was also avaklable to almost nine=—Tenuns or tiem. 


However, Im Keeps wien the general cobjecuive, of Dimived 


plans.to insure only these conditions walch are non-recur— 
rings UNCervalh, Bnd’ Sxpensi Ve, ny eiciahse! peer ces in nome 


aids orrice were nov usually previded. 


In 1951 about 6 percent. of the Canadian population 
(varying from about 14 percent in Quebec to 1 percent in 
Manitoba, as shown in Table ae were covered for limited 
medical services. By December 1923; CAlLe ratio has. in- 
creased to over 8 percent. Of the 17 limited benefit con- 


Uracus:. "Ln erreco at ne end cf 1958, 2. were oltered by 
(2) 


"indemnification" plans covering 1,140,500 persons, and 


8 by "service" plans covering 108,057 persons. 


(1) Seerp. 25) fore sancare: 


(2) commercial insurance contracts are all of the limited, 
"indemnification" type. See footnote p:.17 for coverage 
under these contracts... The degree of duplication between 
the enrollment under commercial companies and non- 
profit plane gs vot vavallapte. 
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The three plans having the greatest enrollment for 
limited medical benefits in 1952 were the Quebee Hospital 
service Association, the Maritime Hospival service Ageocia— 
thon, and the Assoclated Medical Services sincorporated 
(Ontario) plans, with 601,000, 152,000 and 106,000 members 
each. By the end of P95s, the men Ontario Hospital 
Associa ron Bite Cross (Pian for medical care(1) had become 
the Second. Largest. Dimsped beter it pilam-im the Country witn 


over 200,000 members. 


Two Main types of Limited concract -are Ofrered co 
members by these plans - one insuring against the costs of 
Surzical 2nd obeterviceal care iff home, (ciiice. and. Hospilta., 
and one covering in addition, medical (non-surgical) care 
in hospital. However & unird pType of eCorlrace. wirenooro- 
vides only medical (non-surgical) care in home, office, and 
hospital is offered by Les Services de Sante du Quebec. 
Enrollment under Sbhl surgical and obstetrical care contracts 
increased, as shown in Table 8, from 13,000 persons at the 
end of 1946 to 834,000 persons in 1951, and to 1,249,000 
persons at the end of 1953. Of the 1953 enrollment, 88 per- 
cent, or nearly 1,094,000 persons, were also eligible for 
medical Cae rant acai care.in hospital. When compared with 


tne six-fold increase in comprehensive coverage over the 


(1) phis plan introduced an indemnification in-hospital 
medledily, surgical “sand ouemetmice| care eConeract for Lvs 
members in August 1952. 
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Seas 


posiv-war period, 1% wah! be noted that a) gréaver post-war 
expansion has occurred Under the Jimited-peneric. contracvs 
where a 95-fold increase has taken place. This growth has 
been “most Striking. ima he province on Quebec where (compre— 
Mmehe Ve rCOoVerare eis negligible; (1) LIMtced = coverasomunder 
DON=proliy plans in) bnew province inereased irom 95> nersoue 
inWl94G: to 556,000 persous in 1951, and to cover 640,000 
persons iby Ghe end of 2os>] “However w= one jainueal raveror 
growenh under limited insurance declined sharply from LOU 7 
to 1951) and “nas) remained faimiy, stable since what, time ae 
ee-e24 percent. CGhart 3 illustrates’ both the tremendous 
expansion in post-war coverage under limited contracts, and 
mae cGecline wg the Pale of Srowin than Tas oecurred “ini 


recent years. 


The majority of persons covered for limited medical 
insurance purchase it. from plans operating in the hospical 
Lostrance tleld as well, “15 i8 therefore possible vo 
ingicave, at Least for Somewhat more than half of all 
Individuals, purchasing any medical protection from non- 
profit. plans, the number of persons with both medical and 
N@Splvals prorecuwon unger. (O1nt Conturaces... ta 1952 -for 
example, at least 92 percent (about 1,150,000) of the 


Persone dusured Toricscme surgical provection under Limited 


(1) It is believed that comprehensive contracts may be 
negotiated in Quebec province on a larger scale in 1954. 
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CHART 3 
NUMBER OF PERSONS COVERED AND PERCENTAGE INCREASE 
IN ENROLLMENT OVER PREVIOUS YEAR, UNDER 
LIMITED MEDICAL INSURANCE CONTRACTS, 
1945 - 1953 


NUMBER OF PERSONS 


1,250,997 
1,200,000 . 


1,020,448 


po ae 835,968 


679,708 
600,000 


478,562 


300,858 
300,000 
180,599 


7,900 13,130 


PER CENT 


1945 1946 1947 1948 1949 1950 1951 1952 1953 
SOURCE: Table 8 


SheOvee 


insurance CONGPaACTS, CarcrlLed  noOspivalt wistirencesas well: 
those molding a wider range; orm Denemius,» lnGludine surzery, 
obstetrical and medical (non-surgical) services in hospital, 
and hospital insurance, accounted for about 82 percent of all 
persons sinsured Tor lamived medical benetits. “Mie Vavver 
group, would represent over 7 percent of the total Canadian 
pDepuUlatron and Tor these au Least 20 can be said Unac vuey 
have ecquired protection in Some degree against the major 
Cesvsmor NOSoima lized Aliness.) On simemouhet Hauc .  or ic 
T,105,000 persons with comprehensive medical, insurance,’ no 
data sre available concerning thelr purchase of voluntary 
hnospital insurance, although no doubt a large number have 
dene 30; THis; intormat ion iomld be obtained only by conduet = 
ine a learce survey, specif les lily destened to yield inrorme— 
tion on family medical-hospital coverage purchased under 


HOLY COnNtCracts Or tnrough Guilte Separate plans. 


In most cases, limited medical care contracts exclude 
Payere ans .eoalieeinvnome and office from Gae 1ist) of bene-— 
Pros ever lable vo. their members. . The benerits that are 
DrOviaed, Tacluding “surgical and obstetrical services. 
medical: (non-surgical) care in hospital, and x-ray, 
laboratory and otnersdiagnostic services, are usually 
'Soecie ro rdOliar limivarions, walting-periods, som Limits 


on Gene Giuratvilon of treatment. 


hoop rey ously mentioned, the maverital descripine 
Perey OrovIsions Given in this Section relaves very Tarze= 
ly to the benefits made available to the public at the end 
of 1O51. The reader is cautioned, then, that some -of the 
Gomeractual Jamitations under the limited contracts dis- 


cussed below may have been amended or eliminated by the end 


ene SESE ey 


he noted earifger in this chapter, imdéemairicarvion 
plans do not enter into contracts with doctors whereby the 
fees paid by the plans are accepted as full payment: Tor 
services rendered. The attending physician is free then to 
set his fee in the usual manner. Since 92 percent of the 
persons insured under limited contracts were enrolled in 
indemnification plans in 1953, restrictions on general 
practitioner and specialist charges above the rates set 


forth in the plans! fee schedules could only apply to the 
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remaining 8 percent insured under the limited service plans. 
In fact, "extra~-billing" by specialists was allowed under 
two Or he tive service. plans oOftering imi led Cony races, 
which together covered over /7O percent of the persons en- 
rolled Tor Limived. insurance With [nese five plans.” 10 
should be recognized thar them indgemnitication approacin Go 
insuring sickness costs has a built-in "“co-insurance factor" 
pie rOuUShI YY Corres poNe@s TO Une Extva-Di bling provi sietaro. 
the service plans in that the patient may be required to 
bay 2 portion Of any charzes incurred.” Por example in Lo>5L, 
the Quebec Hospital Service Association plan esvimaves Vhat 
Peorpaid Over (Tl spercent Ol Une Ora! sure1 cal -medieal wealls 
of 2us members, Tie remainder pelne mer by The members 


themselves. (_) 


The nature-of tne various restrictions. imposed by 
plans offering limited insurance Tillustrates some of the 
basic principles underlying the application of insurance 
Tecnuigques! To the special field “of sickness ansurance. 19 
1S NOG wonsidered sound Insurance praciuice to attenpu to 
InSUPE apaingt evens Gnal are aimost certain to occur 
regularly or im the, near Tubure. Nor. should the insurance 
protection increase the probability that the events insured 
aC Adee Wil wl a hee OCCuC. (Recancse Geis Thought that 


insurance coverage will increase the demands of insured 


ol Sears Millican, "Report of the Executive Director", 
Quebec Hospital Service Association Ninth Annual Report, 


(Montreal) 2O52). 
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persons Tor ordinary home and office calls, and because a 
Seereain number of such Calls ere almost sure’ to be: required 
annually by each family, these benefits are not extended to 
persons enrolled under limited contracts. (1) In ead TeLod, 
deterrent payments by patients are required under one plan 
(C.M.S.F.) which includes in its contract a $15-deductible 


elause concerning payments for physicians! services(@), 


Stmilariy, liability for treatment costs Tor pre-exis ving 
conditions may be excluded or postponed, since such treat- 
ment iS almostcertain to be requested when it is made avail- 
able. On the other hand, plans with comprehensive contracts, 
in accord with their policy of providing a broader range of 
benefits, Can orfer such benefits only by modifying their 
underwriting requirements, by negotiating reduced fee pay- 
ments to participating doctors, or by charging premium 

rates (3) hieh enougi to o1fee, Unie additional costs i0- 


volved. 


a a 
(1) For the same reason, drugs are not included in Line 
benefits provided Under eicper comprehensive or 
limited schemes; again, it is belteved that insured 
persons are almost certain to request drugs, and in 
increasing volume, if their costs are insured. 


(2) The AMS group contract formerly included a $25-deductible 
clause which was removed in 1948. 


e) Tt should be noted that, in many plans, monthly 
premiums are shared between employers and employees in 
order to make possible the extension ef more comprehen- 


sive protection. See Oe Loss 


M-626 


= 54 = 


(1 A Gonracitak Lan treat lems 

ADaeL Aron mae) aMnOres Alma veo rane e noma etetanis, ol 
fered iC should abe novede tate uhe Same wires sconvracuual 
Liiva coms Wohl Bop luVeds vo, CcoMmorenensavye “Comeracias wa ppley 
also: Suc -even more severely Won une Jlimieed COnuracusRiulo- 
Peter ii eC) gad dv ome i) Emit et Nom "On vr.Ne sou tae lor "Ona 


Vreavuimen ey erevaed. 


(a) Surgery 
Dupe tical and] Obsverrical Cave erelune TWO pene. ius 
Mosk “COnMOnI prov Lec winder Lint Vedicongraci a. “qoute Lcal 


as) 


benefits are avaltlable to virtually all Dereons 2nsured 
under such contracts, as Table & indicates. However, in 
1951 maximum payments for surgical benefits were set at $150 
or $200 per operation under five of the contracts covering 
665,000 people, or 80 percent of all persons with limited 
imsurance. Anh, avcenmpt to measure the effect of this limite 
taon Dy comparing Tne actual Tees’ pala by patience and the 
reimbursements allowed by the plans! schedules is given in 


Chapter Iv.(©) 


(‘bl §Obsteprical Care 
Ose ch Gale se Dei ar ay USUan ine Wri Onl a> clad use, 


are available to all persons under limited contracts who pay 


tne. Ganmlhy epremdiun Meares... sliniadditTom te Tne delivery, 


(1) Hxcept for some 2000 persons wno were ineligible for any 
but minor surgery under one of these contracts. 


(2) See p. 161. 
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itself, these benefits usually include pre- and post-natal 
care. Ninety per cent of the persons with limited insurance 
in 1951 (750,000) were enrolled in 7 contracts which set 
maximum maternity benefits at $50 or $60 per confinement. 
ihe remainder were insured with plans which pay eeneral 
preci ivioner rates for conlinements according te whe pro- 
Witieiagl medical asscciavlons't: fee scteduties, \ Only cone plan, 


with 8,000 members under limited Lnsurance, “paid “obstetric 


ians at specialist rates. 


(c) Medical Services in Hospital 

Medical (non-surgical) care in hospital . was avail- 
ebues i, 195) to // percerviv of the members witt daimiced in- 
surance, of whom only seven percent (59,000 persons) were 


enrolled under service contracts. Under *eix “or #one-tine 


Conmractus Olfering such "Denetits, Tole cere was limited To 


encervainm numbervor Wn-hospital’ attendances “Tor, each) pavient 


(2) 


per sadmigsiom or per year. 


(d) Consultant Services 
To. Keepine with the general cbjecvlveror timited 


Olane Lo provide only @ limited’ range of Denelive, 


sy Medicad (mon=surcical) care Lnwor out of Nospivad was 
available to 1600 members of SSQ which permitted 
specialists and general practitioners to extra-bill only 
those members who were in the upper-income groups. 


a MESk and OHSA allowed $3.00 per day for 21 Gaya for each 
admission, two MMS contracts allowed one call per day 
for 31 days per year, SSQ allowed 42 calls, and PSI 
allowed 51 calls per person. per year. 
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2) Sap es 


cotisultant*services, upon referral, were not. made available 

to 78 percent (656,000 persons) of the limited-contract en- 

rollees in 1951. Limited services were provided: for 19 per- 
cent (157,000 persons) and unrestricted consultant services 

for only 3 percent (23,000 persons) of the members enrolled 

under limited insurance contracts. Maximum payments for 

the limited consultations were set at $5 and $10, or 50 per- 
Genu OL the scheduled» rate. Under whree convractsy tUnescon— 
sulvations themselves were Limited to in-hospital consul ta— 

tions only, or one per Hospitad sdmissi om, cr one medicad 


and one surgical per year. 


(e) Laboratory and X-Ray Services 

Laboratory and otner diacnosticweryrced are 
Ord viari ly provided by Dost htals.228 part. or the enc ittary 
services extended to hospitalized patients. over 86 per- 
eent of the persons insured under limited medical contracts 
(TEOE seleres} in 1951 were, also insured under hospital contracts 
which included these benefits in the general hospital care 
available: to their subscribers. However, one andemnifica-— 
TLon prahewoich, provided. both medical 2nd Mos pital <benerits:, 
extended laboratory and other diagnostic-services to its 
96,000 members (11.5 percent) under its medical care 
shut eae ene? As for the remaining two percent CEL K6OO 
persons), 9300 were eligible for these benefits On ya 
(1) Mrese “penetive, “avallapie only ™ or Nnospitalizedycondi— 


wilons),, were paid au thee raves seu Portn im) the pilan's 
fee schedules. 
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surgical and obstetrical cases, while the other 8,300 


were nob eligible for such benefits..at all. 


Similarly, although almost 80 percent of limited con- 
tract holders (665,000 persons) were not entitled to any 
x-ray services under their medical contracts in 1951, they 
were «covered, Torn such services under their pospitad insur= 
ance contracts. On the other hand, 19 percent, or 162,000 
persons, could obtain limited diagnostic x-rays under 


(q 
medical contracts’. * ) 


The fudl..cosit of X-rays su Trecuure 
cases was provided for 18 percent of the insured persons 
(152,000), and limited x-rays for fractures were available 
to the remaining 2 percent (19,000 persons). The four 
contracts which limited x-ray services for fractures set 
iMamdie. of $15, $25, $35, and 50 percent, of the seheduled 
rates up to $50 per person per year on all x-ray services. 
Other contracts limited payments for diagnostic x-rays to 


$35 per person per year, or restricted such S6rvices: Vo 2ns 


hospital x-rays only. 


fry Ail. Medical Care 

Although payments on the basis of a fee schedule 
naturally limit the expenditures by a plan on particular 
items of benefit, no limitations were imposed on total 


indemnification for medical care expenditures for 87 percent 


RG 


(1) The remaining 8,300 persons were not entitled to any 
x-rays for diagnostic purposes, other than for suspected 


fractures. 
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of limited contract members in 1951. Reimbursement for 
total medical care expenditures in any one year was limited 
under only four contracts, (1) Coverime= did OCO people, 76 


$500, $800, $900 and $1600Cper member. 


(2)) “Wavuinig Periods 
To Insure that eb any one time the number of members 

wilh be greater than the number of benefit recipients, most 
plens offering Vink ted "contracvae combine “strenucus efforve 
to expand enrollment every year with the stipulation that 
newly-enrolled members must undergo waiting periods (@) perore 
they become eligible for those services required for treav- 
menL Of (pre-exisiime  condpPuLons or for Gertain sureical pra- 
cedures such as’ vonsi Plectomies, ena herivovontes. Reim— 
bursement for one cosvs of obstetrical care and of treatment 
for pre-existing conditions are the two benefits most com- 
monly subjected to such waiting=periods under limited insur- 
gnee “plans. However, ne QHSA- and’ MHSA plane may Waive: all 
Walting-periods for those groups which include more than 50 
subseripers and /or where the employer pays part of the 
Premium promded ay least (> perceny of Te.esrabli snmen. 
has been enrolled. 
(1) A weiting period of 2 months before any benefits could 

be claimed was required in 3 of these contracts; the 


other required members to pay the first $15 for any 
professional services received. 


(2) The waiting-periods discussed here do not include any 
time-lag required by some.plans between the date the 
first premium is paid and the date the contract comes 
inte effect. 
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Maternity benefits in 1951 were extended after a 
nine-month waiting period to 80 percent of the limited- 
contract holders (667,000 persons), and after a 10-month 
wait to another 18 percent (152,000), The remaining 2 per- 
cent (16,000) were required to wait 12 months from the date 


of enrollment before confinements were covered. 


The majority of these members, 66 percent or 

B5),000 persons, were covered for the costs of treatment 
for pre-existing conditions, after a period of le months 

of membership. (1) Twelve thousand had to undergo a ten- 
month waiting period. However, no wait at all was required 
of 16 percent (133,000) of the insured persons. As in the 
case-of comprehensive insurance, plans offering Limited i= 
surance on a non-group basis, together with one other plan 
writing both group and non-group-insurance, completely 
excluded insurance against pre-existing conditions from 


the benefits available to their 140,000 members (17 percent). 


Surgical benefits, the major benefits offered by 
limited insurance schemes, may involve high cost claims, 
and are therefore limited to the amounts set forth in each 
plants fee schedule for the various items of surgical 
Pa ee. In addition to these maximum payments, individual 


oe 

" Unlike comprehensive insurance where about the same pro- 
portion of members were eligible for such treatment as 
soon as they enrolled. 


(2) See p. 162: 
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Wal ULNe perlods are -assiened Vo aatew.types of scurgicel 
CperacLom and procedure.) MosLS Ole ene pereoic gech role ince 
Linkted benefit contracts wereveltetble Tor hysterecromies 
and other female surgery without undergoing any waiting 
period whatsoever, and Tor, consi lectomles andenern ovomies 
aiter @ lapse of six months." Obstetrical surgery Usually 
required 9 months of membership belore 14 wad Included an 
bne wWenerits available. Tie varying waltine periods 6nrorced 
POLI for these aveme sor surcery, and ne Gove! ieurolineag 
teneacn Case, Weare sunmarizea whi Table oo. “Toe ipportance. or 
this limitation is best measured in terms of the members 
gneligible for DemeLivs al any ove Tame, buy tnese datva are 


not available. 
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MEMBERSHIP REQUIREMENTS 


GROUP AND INDIVIDUAL ENROLLMENT 

Arbasic: Tusurance primceipler vapplicavule vo all a telds 
of imsuraice, is the Trequiremeny thats there snould= be <2 
large number of policyholders representative of the whole 
population, both Sood risks sud“ bag, sime) larcem ne vmenper— 
Simo sone DetLer (ables etplanels vO aehieve anole Pedisura- 
DUULOnrol PiUSkKs. land ols Dread. Ge cos vss BUMUS Keeping 


premiums as low as possible. 


Various approaches have been adopted by the non- 
protite plans vo the problem or enroiinent, 24s “previous, 
Pomed it Chanver 1,2) the fire tlan to 7orter prepaid 
medical cere on 2 nou-prom i) basis, began iby enrolling 10da— 
viduals under ea contract offering a comprehensive range of 
Denvertits. Since that Line. culy three coner plane bad by 
1952 developed contracts which enroll new members on a non- 
Breup basis = one beginning @n 2°46, ohne wn 1950) end ene 


rae aioe S's) 4 


Thee rear Mai orirly ol lhe i hsureds hereone are enrolled 
under ete C§GOLPacus Usually on the basic, Gr eemployment, ai-— 
GNOUG Has Tew OF whe Dilearsy Write Contracts, WilUN Rural mMunicl— 
pallttes credit Unions; producerstico-=operatlve associations, 


service clubs, and soon Only senplovyed roups were able to enrol) 


a SS 


under 16 of the 30 medical care contracts, covering over 80 
percent (1,269,000 persons) of the insured population in 
Tope eeleven comtracts required at: least (sperceny ar all 
elivible employees in a firm to be enrolled before the group 


was accepted for benefits. This provision was usually 


worded "a minimum of ten persons (1) Sr (a percent corre 


payroll, whichever is larger”. 


Aawernasively, four of the plans required. 1UO per- 
cent enrollment in firms with only ten\©) employees, gradu- 
ally diminishing this proportion as the size ot Une 1am 
imeréeased, LO a fan eut requirement of 5O oF 60 percent 

when there were over 100 or 200 employees. The Manitoba 
plan-would enroll groups of eight employees or more, and 

the Maritime Medical plan groups of at least ten persons 
with the same employer or in the same soclety., .Fineily, -vne 
Services de Santé plan would enroll members of credit 
unions, ‘3! with the stipulation that each group contain at 


least 25 subscribers, and that an average or. ee5 persons be 


covered under eacn subseriber'ts contract. 


a nee rt ena nm nnreD INTL ENDUnnSDvEEnOrnrtn Unni e 

(1) whe Physicians! Services "areen" contract, the Windsor 
and Maritime Medical, “Surgical and Obstetrical" con- 
Eractus,. p-equired only five employees, while the Saskatoon 
"B" contract required a minimum of 75 employees. 

Ved Six in the case of the Ontario Blue Cross medical 
CORUPACT. 


ep The Ontario Cooperatives and the Alberta plan also 
enroll credit union members. 


edie ss 


Three plans writes @roup Contracts Win Cural mune 
palities, which covered an estimated 60,000 residents in 
bool ethne lances i wile viesee we) Narivaine por pith eo em ance 
pleus enrolled paboun tone=-bitsed” Of Vite Vora lemembersal pier 
Si, COO persons An commumityeor school alevelem crou psa re 
CUarane 4 NintmuMme part telpatlouwer 50! percemmmo. timemraie— 
payers in a district. Premium rates" foriunese Broups were 
somewhat higher than for employed groups. The Saskarvoon 
plan’ enrolled 6,500 persons in 1951 in a special Community 
contract which required a minimum of 75 residents or 80 per- 
eeny Ob the community. And Panelly, the Recide plan head 2 
special arrangement with eight rural municipalities whereby 
referred medical services only were provided by the plen to 


500 local residents: a7 1951. 


Sselrt-enployed persens and andependent workers can 
enroll in Nen-profrit medical care schemes on ‘an individual 
basts 10 seven provinces where non-<roup “contracts are evail-— 
apve Bo new-<subscribers who are not elicible Fror*eroup<en= 
rolimenr. The saskatoon, Manivoba, and Aesoevaved Medical 
(Ontario) plans write non-group contracts whereby eligible 
persons who are not members of employed groups may enroll 
Individually by payime somewnap higher premiums. ta 1951; 

a total of 61,200'1) persons were enrolled under these 

(1) The Maritime Hospital Service Association since July 1951 
has alse rotierca 2 Wo -2reun Contrace,, DU titornarron 
about This plan Was nou avallLable,” Uy Ws )en aceree:. LO 
Move Unaet 5s Cuter (Oss) Bite Siterd plangtin- 1o5e 
orfered NoOn-groun Contracts, and That a: poral, of 2 mai= 


lion persons were covered under non-group hospital or 
Medical. (Care CoMniratwes 1 Dhak syeara 


Ay 


non-group contracts, of which 32,600 were entitled to com- 
prehensive benefits, and 28,600 were eligible for limited 
benefits. All but 1,100 of the latter were enrolled under 
one andemnitication plan: These contracts usually have more 
Btringent waiting=-pericds, age restrictions, and health 


qualifications than have group contracts. 


Apart from these non-group contracts, most of the 
Plane Write Special contracts with rorwher members of _em= 
ployed groups who leave such employment, allowing them to 
eontinue their membership in the plan at higher rates. 
Members of most plans,.on MOViNE Lo BHOGHeS Province, ave 
able to transfer their membership to a non-profit plan 
operating in that province through the Inter-Plan Transfer 
Agreement of Trans-Canada Medical Plans, (1) or tnrough Une 
Canadian Council of Blue Cross Plans which has a similar 
arrangement. Both these organizations also plan to make it 
possible for establishments with employees in several 
provinces to insure them under a common GONnLracs through 


autonomous plans in each province. 


To determine, if only in a very general way, the 
extent to which the voluntary non-profit plans have been 
successful in enrolling groups of employees under their 
group contracts, two approaches may be adopted. The crude 


approach is simply to compare the estimated number of 
a a eg a ae ce 
(1) see pp. 9 and 175-178. | 


2 ee 


subscribers! to such contracts (excluding dependents), wiv 
what might be considered the potentially(? eligible popula- 
ELON = the toval labour Torces “excluding manecer ia | anc 

Sew -CipLlOovyeu Des Oe alia Or Ome ss ho a meetin as meme ine Camp 
Workers. Tt maye be noted from Taple LO thar eibour 16(4) 
percen, Of une Canadien Lavour*ioree So Ceritied Wes enrolled 
om December sl; 19510" Manvceoba nad the tienes: percenuace 
enrollment, 25 percent, While Alberta, with the same size 
"labour force" ag Manitoba, had the lowest enrollment, 7 
percent.  Dunee This measure of the Laebour force Imciveecs 
tiaty Workers An establieimetre soo small te tually for 
Broun enurolimnent Under moet ol Ties tletic. 2 more weird 
comparison may be made by considering estimated group en- 
volIment 10 releativom TO Ghe otal NUMber of Don=serileoulturai 
Wage-earners in establishments employing 15 or more persons. 
This measure of the labour force includes salaried executive 
employees who were excluded from the first measurement. 
Twenty-four!) pereent of all such wage-earners in Canada 
were *enrolleq under employed crourm coutraceay iy LOSl. rang- 


ing from 34 percent in Manitoba to 12 percent tm Alberta: 


The Maritime enrollment figure is overestimated, Nowever, 


(1) 


Poventianw Mie ais yi. ere “Ocdsmoered sanity “Lh. tetlativon 
DOFeEM PROV Nene uthMO eRe rAd be ere, wnealin.orsoune: 
Quali icatous wie od bent, eso er eet. 1 21 ba lit ye. 


te) Compare this percenuere with the proportion (11 percent) 
of the total Canedien popular tom icevered.,. daic conowncon 


bie Lg: 
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for it includes ¢n unknown number of persons enrolled in 
social or community Broups wno are not included in’ this 
Measure Ol ne Labour foreé: Further, all tnesé. percent- 
ages are somewhat inflated, since many aia enroll groups 
of > or LO employees. Only 3 contracts require 4 minimum 
of 15 or tore employees. The two percentage columns in 
Table 10 can be taken as representing the upper and lower 
limits between which lie the actual percentages of the 


potentially eligible employee population enrolled. 


AGE LIMITS 

Since elderly persons are considered to be poor 
insurance risks, because of their patterns of illness and 
the nature of the medical services they eee membership 
under the non-profit plans has to dave largely been limited 
to the working population re their dependents. For aduive, 
the factor of employment tends to exclude older people 
without previous coverage in the seven plans (1) which in 
O51 would enroll only employed groups. In addition Te 
thig automatic control on eligibility for membership, some 


of the group contracts had established specific age limits 


Nr, Oe ee a a ce ee ee ee ee re 


(1) tneluding the B.C., Alberta, Regina and Windsor plans, 
and Physicians! Services, Ontario Blue Cross, and 
Quebec Blue Cross. The group contracts offered by chs 
Manitoba plan and the Associated Medical Services were 
similar in this respect. It should be noted that, with 
the exception of the Regina plan, Me. Specitic age cele 
ings applied to these plans. . 
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-HSITGVLSH NI SYHNUVE-ADVM HantnoTHDV-NON do GNv °(¢)S0u0d 
HNOGVI WO ADVINHOURd SV ‘SNVId HONVHYNSNI IVOIGHN LIHOUd-NON 
AATAML NI SdNOUD GHAOIGNA NI SHUNAIMOSdAS AO SHYHENWNN GHLVWILSH “OT 9TQASL 


SO, 
(1) 


as well. Pour other plans, ineluding the Ontario: Cor 


operatives, the Maritime Hospital Plan, Saskatoon's "Com- 
munity" contract and Maritime Medical Care's "M.S.0." con- 
tract accepted adult applicants of any age who were not 
required to be members of employed groups, but might enroll 
uneder other types of group contracts. Further, members of 
most of these plans could continue membership indefinitely, 
usually at somewhat higher rates, (©) upon leaving employment 
or upon retirement, after a minimum period of coverage vary- 


ine from three months to 10 years. 


Most of the six plans which offered contracts setting 
definite age ceilings on new membership in 1951, also made 
some provision for continued insurance in advanced age. Such 
entrance-age ceiling varied from 55 years under Associated 
Medicalts "1600" and "900" contracts to 70 years under tae 
Services de Santé Plan. Under the non-group Cong racte: ol 
pered oS the Maritime Hospital Service and the Saskatoon 
plan this limit was 65 years, while membership under Manitoba 
fanitoba's non-group contracts ceased at age 64 years. How- 
ever, coverage beyond age 65 years was extended to members 


of the Saskatoon plan, and beyond age 55 years to members of 


SS SS 


(1) the Regina plan and Saskatoon's ta" contract would not 
enroll new members who were 65 years of age or older. 


| Tn addition, under the Alberta plan, an extra charge of 
Hod per month is required from each person over 65 years 
of age, except that each member is granted coverage 
after 65 years at the regular rate for a period equiva- 
lent to that during which he was continuously enrolled 
before. reaching this age. 
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the Associated Medical Services plan, for a period equivalent 


to Sach member's enrollment Defore Sutai aime Vis age. (1) 


ASL Or the plans are GCesirened oO provide Uuisurenice 
DECUEE ULOW TO SUDSCcr Ceres aud hier iene res iclU Cn e— 


pendent children, usually from birth to the age of 18 or 19 


am 
jas 


years. \ ) “Moss of the contracts, covering 81 percent of the 
insured population in LO5), ineluded dependent cniidren from 
Drebi. KOWEVEr. Six plens si bered Conulresis Wicd 2) nim 
age requirement varying from two months under Associated 
Medicesits "1600" and "900" contracts to 6.months under 
Saskatvoon'’s “Individual” and “a Group eGontracts. “ThelB.C., 
Regina, Manitoba "Non-group", and Services de Santé contracts 
seu, TNE Minimum eee limiv for membership au 3 manthe.) “ALL yor 


tne plans set upper age limits to the eligibility of de- 


er 


a) ce. a 4 . 
pendent children Tor coveraze under DLamily convracre. 


(1) Pe SHOULG De MOoted. Tne Wiose Croup (rOntmachs wien Tana 
membership by age as well as by employment - see footnote 
(1) page 69 - also granted such extended coverage to 
members who had reached the age limit. 

Three plans include dependent adults under family con- 
tractes "Sponsored subseribers" under the Manitoba plan 
muet be unemployed, under 65 years of age, and more than 
HOF perrent iependeny on “Vie subsecriner..” Bait S-elaniuves 
of subscribers to Windsor's comprehensive contract between 
the ages of 21 and 60 years at the time of enrollment must 


be wholly dependent on the subscriber. Dependents (as 


defined by the Income Tax Act) regardless of age, may be 
covered wader une Alberta plan. 


—— 
MN 
oe 


(3) Dependent Chisiren must, De Unmarried, andy mus. Noe earn 
more than $10 and $7 per week under the Saskatoon and 
Windsor plans respectively. Children whe cease, to. x 
qualify as "dependents" may purchase insurance in their 
OWE PAehT. 


eae 


Eight of the plans, with 40 percent of total membership in 
1951, covered subscribers! children until the age of 18 
Vedic. srLVe OLAEre, covering 5S percent, sev. tne Bimip et 
19 years. Associated Medical Services would enroll only 
tvese children who were under Jy years, while the saskatoon 
"Community" contract covered dependent children until they 


reached ¢<l years of age. 


PROOF OF GOOD HEALTH 

The majority of the plans operating in Canada de 
not require new members to provide evidence of good health 
ap eupmic bo a medical examinavion. In 195), only three 
plans - the Regina plan, the Saskatoon "Individual" contract, 
and the Associated Medical Services "1600" and "900" non- 
Creu ecoulracts = required each applicant vorcompleve 2 
medicaid questionnaire, outlining the general condition of 
hie oes ith and his past Bickness experience. In a0ui7ion eo 
these, persons who enrolled in the British Columbia, Alberta, 
or Saskatoon plans later than onei. month. from the date at 
which they first became eligible for membership had to sub- 
mit evidence of good health. If they enrolled within the 
month, however, no such evidence was required. Although no 
medical examination was required of Manitoba members, any 
pre-existing conditions had to be JiUsted oy there applies 
tion forms; the applicants were expected to be "in reason- 
ably good health", as were applicants for MHSA's non-group 


contracts. Similarly, children of employees enrolled in the 
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Associated Medical "Group" contract were covered for bene- 
fits “providing athey are: imeeood healun  sealrnough mo 
meagucal examina tron Wese requtred cor Gules Cnplovyeco sumenselves. 
The remaining eight plans, covering 68 percent of the 1951 
Masured pOopuUlalicon, Madi neal via requmrenen ys. a vioven 
four of them enforced waiting periods before pre-existing 
COnGay TONS: WERE VCOVeErcO Aas emi Oned Gina eaminer wec= 


tion. {2) 


INCOME: LIMiTTS 

None of the Canadian plans restrict membership on 
Ghe basis of an individual applteaut's income... However, whe 
British Columbia plan which emphasizes group enrollment and 
group € axperience-rarine®, | approaches the question of 
fucome Limits from Lae. Vlewpolats Ol croup sincome..- High n= 
come, recipients are barred from membership only when more 
Donal lem, percent Of "an semployed eroup earn more tian Ghe 
average B,C. indusvrial wage. At one time, the Manitoba 
plaw dad withhold wmenbership tndervits <roup contracts from 
Single persons, married couples, end Tamilies earning more 
than $1800, $2,400 and $3,000 respectively. This restriction 


Wee WiC hOrawn wna Maren. 1950). andes sno longer june erirect. 


Although membership in the plans is not dependent on 


Incomes, Lo has “already been noved thar enerits wnder two or 


- (3 - 


Btesplans are Limited for high ineome groups. (+) La 
general, in place of income limits, the Canadian plans have 
adopted the approach that specialists (and also general 
bracts Loners in the ease of -indemnit leapion plans) should 
be free of charge their usual fees to member patients. {It 
Door Interest tO nove Una the only iplan which completely 
prohibits such extra-billing by specialists originally dig 


impose income limits. on membership. 


es eS ee 


(1) See pp. 36-37. 
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It. = FINANCES 


REVENUE AND EXPENDITURE 


The non-profit plans in Canada spent $20.7 million 
on medical benefits for their members in 1952, or $11.85 per 
Pevaouw. On Loleramoune, (Lie Service plans paid out SUS 
milion or $16.70 per member, and une indemniticationm plang 
which, aoe ved previously, are limited tustrance senemes., 
soent $5./ million or $6.75 per capita. The -eorresponding 
figures for 1953 are estimated to be ore intial Welagere wale sls 
for ail plans, including $19 million or $1/-45 per ee 
Pom eervice plans, 4 Roo Mid Lvov eer: Gr 255 bor ade tia asc a= 
tion iplans. in keeping with the general post-war eee 
in enrollment discussed in the previous chapter, revenues 
and expenditures have been steadily mounting since 1945, and 
have considerably more than doubled between 1949 and 1952 = 
shown in Table 11. Since 1949, members' premium payments 
increased from $9% to $24 million, while expenditure on bene- 


fits rose from $8 to $21 million. 


On the average, the medical insurance Dileus, receive 
more than 99 percent of their revenue in the form of suo- 
scribers! premiums and spend over 80 percent of ty. on bene- 
fice wena aebouy LO percent ou administration, as illustrated 
in Chart 4. The remainder is assigned to stabilization 
accounts or other reserves established for the protection of 
the plans against adverse claims experience or other 
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Contingencies. No dividends of any Kind are paid) vo %sul— 
Scibers Or Sharenoldera. alvnoueW bener ys Way ve si Nicereace 


following continuously successful opnerations. 
gE y pb 


However, considera le veClaulom occurs te wie accuat 
financial experiences of the different medical insurance 
plans. in the last chapter it was emphasized that compari- 
sons bewween ditterenG plane are almosy amposs tole to make, 
Cite SO Tne Preah. Givers Lr In une Nature oF Vene sbener ios 
orfered by Gach plan, and in tie types of plans themselves: 
mbace Service plans Cuarantee GO pay the compleve cost of 
Senesral DraCuLU poner Care snoecerrei 20d eons. Denehits:, 
LG bs naturel tO expect. tne per capita CGoets Oo: bDenetica 
offered by these plans to be considerably higher than those 
on “bodeniiticaticon plane. “Sinilariv.. the contracce 
Written may offer a comprehensive or a jimited rarige of 
Venefits accompanied by certain wailtinge-periods, dollar 
TiUMeerLons, OF Olner Exclusions, Conuracus whieh provide 
both medical and hospital benefits may be expected to have 
Diehet ean lols lL ravive: Costs. ee hay contracrse whiten are open 
C28 individual subscribers = Moreover, “thercost. 20 the plans 
oF the various benerits, offered will, vary from one province 
TO tne NEXL, Since there is considerable variation among 
the physictanss, fee wecheduies preveri jing. in eaen province. 
Ana Gimaldy, ach plan may, havea ditferent tinancial policy, 
requiring different amounts. in reserve funds, and meeting 


physicians! claims in one Of a4 Variety of ways. In the 


M-626 
5.54 


a ene 

Meneriad thet follows, it must neot.be interred that. com=- 
parisons between the operating experiences of the various 
plans are being made when the per capita costs of all bene- 
Page Or Of particular items of service are presenved tor 


several plans. The above limitations seriously impair the 


validity of any such comparisons. 


Wavn pégara to revenues; ouner than the premium 
payments by or om behalf of their members, the planes only 
sources of revenue are interest on their reserves, and, in 
the case of five plans, registration fees or membership 
deposits when members first oe ie The average annual 
premium per participant in the medical insurance plans was 
about $13.55 in 1952, as Table 11 indicates, with the purely 
Medica. care plans recelving an estimated $19.30 per member, 
and the joint medical-hospital care Clans Becei Vang ae 
proximately $8.00 per member on medical contracts. By 1953 
ater tie a eee these averages increased to $14.60 for 
Miho lens, 620435. for purely medical care plans, and $9.00 
Por jon Dletie.~ lv May be noted from Appendix IV that, 
among tne eteht plans orfering medical care contracts only, 
estimated per capita premium receipts in 1952 ranged between 
¢24 under the B.C» plan and $15.30 under the Regina plan, 


while Windsor's receipts were nearest the average for the 


sion: plans. Premium receipts from medical contracts 
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offered by the six'!) joint medical-hospital benefit plans 
in the same year ranged between an estimated $7.15 per 
eepeva. under the Quebec Blue Cross plansand $10.45 under 
the Gervices dé Santé plan, with all but the former con- 


siderably above the average of ho. 00m or tiie croup: 


The estimated average per capita expenditure on 
medical bpenerits in 1952 was about $17.00 In the purely 
medical care plans, ranging from Sle, co in bnevwhiperta plan 
compe? 30, in the B.C. plans’ in the, Joie medical-hospital 
care plans, the estimated average was $6.80, ranging from 
approximately fone in the Quebec Blue Cross plan GO Gboout 
8.45 in the Services de Santé and Maritime Blue Cross plane. 
The 1953 averages are estimated to be $17.80 and $7.40 under 


the medical and joint plans respectively. 


The fluetuations in the sizevor tne annual net 
operating surplus of each plan, as shown in Appendix IV, 
indicate the need for some type of etabilizationw account oF 
reserve to cushion the shock of an exceptionally large 
fumper of claims tn-any year. Ih mose of the provinees, 
insurance regulations require the plans to maintain certain 
reserves to be used in the event of adverse claims experi- 


- ence. Over the period 1949 to 195e, the estimated per 

(1) Toiwas now possible vo estimate O-.H-A's per capita 
premium receipts for the four months during which this 
plan offered medical eontratts. im bO5es._- Im 1953 1246 
estimated that over $10.00 per capita was received in 
medical care premiums. 
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Capr can surp ius: (On. Cheep Operant ons oln ak) Dp Ponememeacwe 
Gimimisned sarom Ge Geulem vores.) cents as’ snow wn Table Ws 
HOweVery  tiese averages Mncivderest imaved jsUrpiuces om tae 
medical. COnuract sm ol ne Jolt tedical=nospicais penecriy 
plans, “When in Many Gaseseare Cit trem to sllocere perween 
medical and hospital pera Amos Those plans when 
offer medical benefits only, aggregate surpluses of $450,000, 
$714,000, $624,000 and $674,000 were experienced in 1949, 
1950, 41951, and 1952 respectively. \ These Tigures (obscure 
tne face that one Or Gwo Individual plans surfered défieics 
myeach of these years. 9 Lc muse also be borne: 1 n mind tae 
most, Of The Olena do. Me pay Claims Di fully pun eteceudt 
cneir Payments Pabul cl pall ue CoeLors eller 2y a fixed 
Pate. OY eccordine to the sums available for distri pur ion. 
Were these claims paid at 100 percent of the fee schedules 
Goucerned) in Looe tor exeup. Ee. ie Epatiat would have been 
eliminated, and @ deficit of $1.0 milion would have been 


experienced by the eight purely medical insurance plans. 


(1) The Maritime. Hospital plan has made ‘sven 4n el loca von 
Lor tnevvyear: bO>O4 when at, pard oun 7 percent. of ics 
medical contract premium receipts on claims and 18 per- 
Cen (OM acids tice om SW Was ieee per Cenie | Or 
$1.23 per capita: 
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It was noted above that 99 percent of the voluntary 
plans! revenue comes from premiums from (or on behalf of) 
their members. The premiums which subscribers pay vary 
eaccoruine to their marital status or Pamily size, and tie 
type, Of Contract Under whith they are enrolled. The montnly 
premium rates charged by each of the non-profit plans in 


1948 and 1952 are given in Appendix V. 


The average premium rates charged under group con- 
tracts offering comprehensive benefits in 1952 were approxi- 
mately double the average group rates charged under limited 
contracts. Families paid an average monthly rate of $5.65 
for comprehensive insurance, as shown in Table, 12,.6ad S24 (0 
eraeGeoo tor limited medica | penéfite in hospital, sureicas, 
and obstetrical care under service and indemnification con- 
tracts respectively. Similarly, single persons paid $2.02 
monthly for comprehensive benefits, and $1.00 and 94 cents 


for timiced insurance under service and indemnification 


plans. 


In the post-war period premiums have risen steadily 
to. keep pace with the increasing prices of medical care, 
labour, equipment, and other administrative items, and the 


snereased utilization of insurance penefits. Only in two 
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plans have rate increases been accompanied by expanded 
permeates.) The percentage increases between LOA Grend, Looe 
are shown in Appendix V. The largest increase in family 
rates for comprehensive insurance occurred under tne B.C, 
plan, amounting to 73 percent, and Ghe smallest increase was 
one of 9.5 percent under the Maritime Medical plan. Tae 
rates for single persons increased between TO4ASYand: 1952 by 
80.6 percent under the B.C. plan, 46.7 percent under the 
Maritame plan, and only ‘23-3 percent under the Physicians 
Services (Ontario) plan. In the case oF limited insurance 
contracts offered by service plans, there was no increase at 
Sil under four of the five plane, while single raves in- 
creased by 108.3 percent and family rates by 71.4 percent 


under Manitoba's group contract. 


The indemnification plans, which agree tO pay Dae 
sums toward the cost of medical care, had less need to in- 
crease their rates during this period Of eereine peced= 
Such rate increases would be necessitated only by expanded 
benefits or by an increased volume ef elaims per member: 
Only the Maritime Hospital plan increased its rates (by a 
small percentage) between 1948 and 1952. However, it should 


be added that, without changing {ts rates, the AMS plan 

ete! tie. a eee 

(1) Regina and Manitoba poth reduced waiting periods, and tne 
former increased auxiliary benefits as well. The AMS 
plan increased the medical benefits available under ive 
group contract during this period by removing $25 - and 
2-day-deductible clauses, and adding out-of-hospital 
fractures and surgery, without changing its premium 
races. 
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reduced the medical benefits provided to 14s non-group 
members and at the same time increased the hospital benefits 
available. Homesand vorfice calls were vremoved from Line ties 
Of benefits offered Lts subseribers, through the replacement 
OL the." S00" “service plan win thea" 1000 eplan. (wien ius 
creased hospital benefits) or "900" plan (without hospital 


benefits) both of which are indemnification contracts. 


(1) Actuarial Basis of Premiums 
(a) Family Structure 

The premium structure of cach plan is relaved vo 
Cie UrOpOrTMONS al luo le persone. marred "couples wand 
families that are expected to be found among its membership, 
ands FO the anticipaves mer Capita Casts Ol Pproviadine bene 
Tits tbo these persons. Six plans have rate structures witn 
onlvriiLwo: levels =. one-vave Tor ising le persons. snd nolune? 


for families. Five plans nave three-level rate structuures, 


the edditional rate applyine to married. couples without 


, 


ehildren. The remaining three plane have mulcaple=-level 


rate structures with rates increasing as family size in- 
creases. The actual rates are shown in Appendix V. if the 
average "monthly premium return" (i.e., the per capita amount 
PECUTred St OnMeern Vovar NCO eet). ols persone WWeresaanecos Ged ia 
flat premium rate) is compared with the actual monthly 


Dremrum Taves.- Expressed clea per near var Oas 1s ir eis 


Hacn of These plans, aowevers, Offers Contracts, with two 


or three level structures. 
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ic oces bing Tormove: Uhav., an mostecases, shamiiies of four “or 
more Bey eons are Davin ess per ioere Ci thames he Aver sec 
Deetium PeGUrn Pequired, while Ssinelke persons “and siald 
tani es are payane, mone sh Ouyexannle,  Pabie asad Wumure cos 
Tie stn U “in Cheaper capivarwra ves -romnmiarce Tami tosman® 
Siew ite TOUT COMmpRehensive Olancy iti oh Viney olah wach 4 
two-level Structure placed a Neaylermourden oMmmacricd 
eoquples without children than on any other catezory (=.G1,05 
Del Person more tian the average moni y scosU or sany 

Mic Vana TCO tne olen. “Tine plan wiih a tives e yo Mecwicuc uu re 
Cnetreca Small Tamilies sper captive raves wwii cee ont coened 
moen more closely to the per capria, premium menue for aire 
hole plan. In ene of the plans with a three—leveterare 
Sueicuure, Single persene rand married coup los ned av ne ine 
premium rates loaded by an additional 46 cents; in the 
Crier. tune raves Tor Single persons ands tires peveen 
families were both loaded by 39 cents, somewhat less than 
the loading for married couples (52 cents) without depend- 
ents. However, the average family size may vary consider- 
Stilv trom one plan to anouner, Where rore, sun wie rc son 
loading may be quite heavy for a particular family cavegory 


bie not Seriously affect the ma jogity of 2 plans wenvers. 
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To, WUss not bes iivterred Thap ene ful cose oF tne 
lnsureance rates as shown im Appendiz VY are ‘borne in-ali 
Gagco wy Une subscriber, “1a many of Une “2roup conuracrs 
written with employed groups, the employer bears a consider- 
ave port ron Ol GHe -econvribuviton rave: ii feces in ie 
British Columbia plan, under which the employer is contr- 
aceuaily liable for payment of premiums on benalt of His 
enrolled employees, most groups practise a 50-50 division of 
Ene premium and tne registration fee between tne enployer 


(1) 


and his employees. As mentioned 1m tae final eheprer; 
ever (© percent of the manufacturing esvablishmenvs, 11 
Canada with some form of prepaid sickness benefit plan for 
piewr workers in April 1953 paid & pevilonm oF tre premiums 


(2) 


for those workers who were insured. 


No enrollment fees are required of persons wishing 
to sjorn tine of sthe plans. Buy Pive plans require tem ap. 
Dimcents vo pay certain registration fees or Menversiip 
deposits. These fees amount to 6.50 per SuUpscrinpe, iar Une 
@sgee of the Britdsh Columbia and Alberta plans. 35-00 per 
adult under Saskatoon's "A" contract, and $1.00 per adult 
under Saskatoon's "B" and "Community" contracts, and the 
Regina plan. A refundable deposiv Or $1.00 per subscriber 


iS. required: under the Services de Sante plan. 


is 

(1) See p.183. 

(2) In the United States, a limited 1950 survey showed that 
of the employed groups covered under 46 limited insurance 
plans reporting, an average or 42 percent had some em= 
ployer participation in meeting the Gost of premiums. 

The most common percentage paid by the employer was e186) 
percent, but the mean payment was 67 percent. See U-S. 
Senate, Report of the Committee on Labour and’ Public ‘ 
Welfare, “Health Insurance Plans in the Uidited Suares 


(Washington: G.P.Q. 1951) Part 2, p. 46. 


(b) CU lailmevexperbence 

Al) SO Lansanus | tO ReCOUrse Sem Orem tea ves (ai 
levels expected to exceed the-cost of their members! claims 
experience during the ensuing year, by an amount sufficient 
BO. COVer Tne CGosiG “oF actin tering ne. phat lenG accumu ley hie 
am eaunuel reserve es provect som agains: Unueuwedsly Heavy. 
Claims. in any Vieadie a! AS aot ee wi ROCuee Bec rere ans kMeavec 
average distribution of the premium dollar in 1952 was 87 
cents for benefits, 9 cents for administration, and 4 cents 
for Ce Co Isevery wlan the rates sre eleced. 
SLUNEr Crreci ly ior anctreGulys. Oo Die elains experience ol 
the plan's. membershin; and comsequently to the size of the 
PesServes. accumudeved. Claims: experieice is. measured sui 
cerms Of Une Vaiie ol Services rendered, and sunerel ore, ce— 
flects «changes im the prices of Individual services as welt 


as changes in the per capita volume of services purchased. 


The size of accumulated reserve funds depends on both 
tbs Sat Ore * bees | = =e guy 
PAO Ve Va lms Experience And Une reserve: polleoy of ine Dion. 
Some Pleas avvempl Do keep a certain. fixed proportional 
relacaous tip, DeTWeen Ckaims and ineome; for exanple, elaims 
might be expected to amount to 80 percent of income, with 


another LO percent, alloeared to the reserve fund.’ Another 


oe In 1951, 75 Blue Shield Medical Care Plans (including 6 
in Canada) reported an average ratio of 80:12:8 percent 
of tolal income, for benefits. sdminisvuravion,. and 
PEServestuy Dee Bite mi eh mVedtCa wk Care MP iatisy. Loaner at 
Reporue pe O5 iw Cn Cae Ons Ve 3 eer atS 5 


a Oe 


= 


Sopp roech is to maintain im reserve | fixed eum sof money per 


et pane 


(i) Experience Rating. Only two of the plans de- 
liberately vary their premium, rates with their members! 
claims experience - a practice known as “experience rating". 
Tne Beitish Columbia and Alberta plans maintain separave 
accounts for each of their employed groups and vary the 
premiums paid by the members of a group according Oe ae 
group's claims experience, as indicated by the amount spent 
om-claims by the croup during a Tixed Sar aee Tbs 
Gractice is apparently based on the theory that each employed 
Pou 1s) 1 a position toy conrrol tne demand for Services. 
and.therefore the benefit expenditures on behalf of its 
members. In both plans, rates for a group are raised or 
lowered ag the group's annual claims expenditure rises above 
or falls below 80 percent of premium receipts, i.e. Toe rau 
required to accumulate a reserve fund equivalent in amount 
to six months' premiums, by paying a certain DrOpOrELom Om 
the group's monthly premiums Hite sf Soa bt Ze uEon ac Coune 


Ce eee eS a ae a 


(1) For example, one plan aims to accumulate a reserve of 
$5 per participant, of which 65 percent is derived from 
the agreed sums withheld from the doctors! accounts, and 
the remainder is accumulated from members! annual premium 


payments. 

(2) All groups with less than 125 lives at renewal date under 
tie B.C. Clan, oF 350 lives under Gre Biber Ga  pleuy sane 
treated as one unit... Experience-raving does not usually 
begin under the Alberva Plan until the second contract 


year. 
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OQVEr.ag Dive year perikod., Ativeny annual enews t ate. ie 
the B.C. plan's reserve as equivalent va one earls srem-— 
iS 4 DO Per eCeCuU Ol nto nice LLUMleG ViGuae ne Oi cn mmmiou cers 
rundds are permivved minder Cie A Moeria plain # Wie t= aneoe lye 
equal vo six monens] premium ws acirreveg Under cme lan, 
tne monthly rates for whe next contract year are reduced. to 
whe amouny PeQuUIred TO provide Tor the costs of wenetive 
end 4anlurestrat Lom ooly. Tie 1oOWweVel. (eserves Hare sccund.— 
aving annually; DUG nave WoUeyeu reached an amouny equal. oc 
Sl MOluis PrVenlumee ULNerirares sare TeduUcede te. wie a khever 
WolLCh WILL ACGiIleve une Ces reqs reserve ti Five years « 

Where claims exceed the desired proportion .of 80 percent of 
premiums, the rates are increased by an amount which may be 
expected to achieve a reserve equivalent to six months! 


premiums within five years. 


In Sadi ton TO these VvarhouLons 0 tne rates charged 
Davvicular employed @roupe, Gone baste "ates Upon While Enis 
experience raving operates are also changed in line with the 
Overalamckeains experience. whieh tn bum be nr iuenced. by 
changes in DOU Uiiiveachot ol services. and Coctore’ Tees. 
For example, benefit expenditures for all members of the 
Britten Columbia wlan tie lo1o and 7o5l amaurnced ve o> end 
92 percent of income, as shown in Table 14 (see p.94.) and 
near the end of these uwe fiscal years the plan inereased 


its basic premium rates. The Alberta plan also increased 
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Pew SC Dremu, raves, and Cook -ouner wotion, to reduce is 
Prapweieiores.  TOlLOwi ne a Cincy (Om Opera tvone: i slOSO wien 


its claims amounted to 98 percent of income. 


(ii) Premium Adjustment stor Nematie Membership. — in 
BOcoton ©O. These changes in premiums 2 accordance wit tne 
Clieimncee*OeCr ence On Coch erOup alle. Gish Od UmMipl ayap lety 
further varies the contribution rates for each group accord- 
iio eo thie: PrOpOrllon or female employees Mimeon sins. | he 


Ties Ore in the nex Modine the cia incsuexperlence 


of female members is considerably higher than that of males 
Hoeune ware -carning years, in they Brivien Ccluniba slant 
group contained 11 percent or more female employees, the 
basic premium rate was loaded on a graduated scale for 


femare enrollment in 1952, as follows: 


dIHSYHEWHW HIVNEH HO LNHOUNd OL ONICHYOOOV SHLVY WATWHYd ATHLNOW 
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As yet the praeticeiof adjusting premium rates for female 
membership has not been used by any of the other plans in 


Canada. 


(111) Reserve Ratios. Other plans in Canada ap- 
pear. to vary their” contribution rates with the ¢laims <ex- 
Detience of “their Tpotal membership over | period of time. 
a elaims. account for too large. a proportion of annual 
ineome, or when the fixed reserve fund is dangerously low, 
Seolen may attempt to reetify this situation either by in- 
creasing contribution rates, which is the usual procedure, 
or by reducing the benefits provided without changing premi- 
ums. On the ee as shown in Table 14, the "service" 
plans have been paying claims amounting to about 85 percent 
of income, ranging between 72 percent in the Physicians! 
Services plan ab 1949 and 98 percent in the Regina plan in 
1952. In almost every case where a plan experienced claims 
of more than 80 percent of its income, its rates were sub- 
sequently increased to a Ween expected to achieve the dee-- 
Strédratio. For example, in 1950, three plans experienced 
claims of 83, 85 and 88 percent of income respectively, and 
each increased its rates in the fall of .1950 or early 1951. 
in 1050 PSitcand MMC paid cuv 82 and 92 percent in claims; 
the former raised its premiums in August LO5L, and the 
latter in February, 1952. The Regina plan, whiten 26 mene 
tioned paid out over 98 percent of its 1952. income: i pene- 
fAte tncrveased*= its premiums in December 1952. 
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EXPENDITURES 


Expenditures by the non-profit medical ‘insurance 
Olans amounted to 17.4 wilivon in 195) end $2370 miltion in 
1952, as shown in Table 11. Of these amounts, $15.6 million 
ena $20.7 million were spent on medical care benetivs in 
these two years, and the remaining $1.8 million and $2.2 
Waliton Wwent-to cover the costs of administering tne plans. 
Reserves were augumented by $767,000 in 1951, and by 


$928,000 in 1952. 


When the 1952 premium dollar was allocated to these 
various categories of expenditure, it was found (Table 11) 
teatro, Gents was spent on benefius, 9 cents on administra- 
Pilom wand 4 cents was added to resemes.| iv show ds ber noted, 
however, that these figures include estimates Ol we, “pro= 
portions of administrative Gosts end Of reserves: miiciy are 
applicable to the medical insurance operations of six plans 
which offer both medical and hospital benefits. Table 14 
shows the income allocation for benefits, administration 
Snd-reserves, of the eight plans which provide medical 
benefits only, between 1949 and 1952. For these eight 
plans, the income dollar in 195e was divided into 88 cents 
for benefits, 8 cents for administration, and 4 cents for 
reserves. Benefit: expenditures ranged between 80 and 98 
cents on the income dollar for fndividual plans. Chart Mh 


‘llustrates the distribution of the 1951 premium dollar of 
these eight plans. 
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CHART 4 
PERCENTAGE DISTRIBUTION GF INCOME, EIGHT NON-PROFIT 
MEDICAL INSURANCE SERVICE PLANS, 1951 


PER CERT PER CERT 


106 100 


Petre Oe ha Aa 
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Benefits TM 


SOURCE: Table 14 
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BENEFITS 

Although it has been possible to indicate the over- 
Fit eimancial experience of ther non-profit. plans in 1952, to- 
gether with estimates of their 1953 experience, detailed 
evavistics on the plans! financial operations were not col- 
mecved beyond one wear 105, ne data which follow, thererore, 


relate largely to that year. 


The non-profit medical insurance plans spent 86 per- 
cent of their income, or $15.6 million, on medical care 
ener ive it 2051 Por thelr 1.60 miliiom members. This 16 
equivalent to an expenditure of $11 for each Soret ee aan 

However, this $11 figure is based on the total of all 
Diatemvibniout AlSsuinetlon Det WeeMm enrollees Under ne sconpre= 
hensave and the limited contracts offered by many of the plane. 
A more accurate assessment of the per capita expenditures on 
benefits provided by these plans would be obtained by segre- 


gating the expenditures under these two types of contract. 


mae per Canive expenditures of 13 plans inder the 
various comprehensive and limited contracts which were avail- 
able in 19493" 1950 and 195] jere’ shown in Tape. 57 > Be penn 
tures under eight of the plans offering a fairly complete 
renee of benefits in 195] ranged [rom Sl isbe per capiva Wander 
the Saskatoon "A" group contract to $19.36 under the B.C. 


Conpract., With an average of SlO.L5 Lor the twelve contractay 

ect ag eR ian a ge a a aera rer 

(1) Estimates for 1953 would reach about $28 million or $13 
per capita. 
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Table 15. PER CAPITA EXPENDITURES ON MEDICAL CARE BENEFITS AVAILABLE UNDER 
"COMPREHENSIVE" AND "LUMITED" CONTRACTS, THIRTEEN NON-PROFIT PLANS, 
1949, 1950, 1951, AND PERCENTAGE INCREASE BETWEEN 1949 AND 1951 


Per Capita Expenditures (3) Percentage 
Plan Cony race ese cee Increase 
1949 1950 Over 1949 
$ $ $ % 
Comprehensive Contracts 
MeSaks =) Bace 16 95 19 36 S65 
Mo Sciha ew hita, 15.25 AW SLS) 26.3 
MES So scask. Individual 12.60 13.68 18.5 
A ILS Se I i 5Z (b) 
B pees! LES OO 16.8 
Community 10.20 12.12 18.8(») 
MG lof} => MWenae B 14 es} 15.49 34.9 
Extended lea! 17223 ave) 
Welle Sone o— Ont MS & O 15. 04 Loto BS 
INellosso = OlME< 800 ~ - ~ 
M.M.C. - N.S Mish eo. 1420 14.68 ce) 
AN plans (4) oe 


Limited Contracts 


M.M.S. - Man. A Seri See as 
Limited 2A: 35.7) ) 
Pace i JOut: Green LS 0 
Brown = = 
PASSAT =) velahe Sk Os 6.88 -9.4 
CoM Se Bee Ont. S & O. (ers 37-5 
ROMS Sos = WOyehee M600" G. 72 Yeodl 5 
Nooo" 3.96 47 oh ) 
Group M.S. Save 26.5 
SPP e) ea bier A 4.05 94.3 
B 5.60 ee 
SyaisloSol\G = QhUlers Medical 
eueeical Ont poe 
M.H.S.A. - Maritimes Medical ve 186) 
Surgical 
M.M.C. - Neg. i 0, ( (f) 


All Planes?) 


(a) The amounts spent by any two plans cannot be compared, since the benefits offered, 
the fee schedules used, and the demand for benefits vary widely between plans. 

b) Increase over 1950. 

c) For the year 1948 (Group Health Assoc.) 

d) Estimated. 

le Based on five months experience only. 

(f) Not available. 


Note: The per capita expenditures in this table are based on the actual payments 
to doctors, and do not represent the full amount of allowed claims for 
services. 
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In 1950, the average expenditure was under $15.00. On the 
other hand, the cost of benefits extended through limited 
contracts, in 1951 varied from $2.99 per capita under 
Manitoba's Limited Medieal (non-group) contract to $8.52 
under the Maritime Hospital plan, with an average of $6.42 


hor woe I[1Liteen Bimiced econtracus. 


To Shoulia be noted thal thevtour Lerces? service 
Dias = Physiciens' Services, the Britian: Columbia plan, “Unel 
Manitoba plan, and the Windsor plan - each spent between 
$14.50 and $19.50 per capita on their comprehensive contracts 
poe co ta. Oh. Tigre or about, $10.00) them. represented ths 
average per capita cost of providing the wage-earner and his 
dependents with a fairly complete range of medical care 


benefits under the non-profit medical insurance plans in 


1S oa 


(1) Trends in Benefit Expenditure Per Capita 

Over the period 1949 mise te per capita benefit 
claims met by the plans rose by 6.4 percent from an average 
of $10.34 to $11.00 per member. Expenditures per member 
under comprehensive insurance increased by aAlmose iy percent 
over 1949, varying from a low of 3 percent under che Windsor 
plan to a high of 35 percent under Manitoba's "RB" (compre- 


hensive) contract. 


Under those plans offering “limited" contracts, the 
two greatest incregses in 1951 expenditures over 1949 oc- 


curred under thé §.S.Q. "A" contract - a 94 percent 


= 1O@ 


expansion - and under A.M.S. "900" contract - one of 47 per- 
centiino increase atv elie was experienced Undervrro.d. ts 
"ereen" contract, while the Windsor and Quebec Blue Cross 
Plans’ actual ly- reduced” thelr pers Cap, va ex penGa eurecs. CUR ne 


sedginkic} G@low aal@ehn 


Avmore GCeval hed. “Vicawmre. Oo. “une OmpoOsd wrong on ene 
medical care expenditures made by the comprehensive plans is 


given below. 


(2a Costs of Various Geruices 

The comprehensive medical insurance plans spent 
about $104 Hil lLen CnSMedical- Penerive tm [ole Vor. ss -1ored 
previously, $16 per member per year or $1.34 per month. When 
Chis esmount 18 allocated among une verilous services provided 
bo, members, 1b is Cound thay as montnly average: of @ibour 59 
cents per member was spent on physicians! calls in 1951, 41 
CONUS SONS sUrvery sl Cenus: Ow X=-ravec Sant 9 <Centeye cn ccon— 
Pinements, the four majer expenditure items. A breakdown of 
the O51 expenditures cm benefits amone the major Lvems of 
medical scare Wasw provided for This -eipdy by theseien: coms 
prehensive service planss operating in Canada in that year. 
Dias) breakdown sis ssiCiWwniemimoeta im Appendix. Vik, wand ks 
summarized in Table 16 which indicates the average annual 
expenditures of the eight plans. Average annual expendi- 
CUCeES PEP Capra, iG Mele percentage Cit ere piae On sor wine 
benefit. dollar on €sci item of “Service in 195] are also 


WiIUSEVaAGed si Ulla to. 
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CHART 5 


PERCENTAGE DISTRIBUTION OF BENEFIT EXPENDITURES, 
BY ITEM OF SERVICE, EIGHT COMPREHENSIVE PLANS, 


AVERAGE EXPENDITURE PER CAPITA ON BENEFITS, BY 
ITEM OF SERVICE, EIGHT COMPREHENSIVE PLANS, 
DOLLARS 1951 
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Wd MERLE syste ts 
Office Home Hospital Surgery X-Ray, Lab. Confinements Anaesthetists 
PHYSICIANS’ CALLS & Diagnostic 


Source: Table 16 
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Although the plans shown in Appendix VI are all com- 
Dreneniewe plans, Lb MISt Nou sbe iterred “thal a5 Us valid 
to draw comparisons between the average expenditure of any 
two, Duevswon a particular Ttem of services Ns “previous ix 
ménoitoned, the benetits offered by diitferent plans: vary 
eovswoerably. in terms ol waLting=-periods. dollar isiiiveuLena, 
Ccrra-omialine by Spectalieibes end So on urrneriore,. ne 
se omeene im whien each plan operates wil turiuence Tvs 
Sots. Community healun facilities arid personnel are oF 
Course, imoorvant Geverminants of the use of meaical services; 
for example, in areas where hospital insurance plans or 
Certain public health programs are available, it is probable 
tieae there will be a different pattern of démand for medical 
services. Moreover, the age-sex and income pattern of a 
Dlan’s membership will affect the demand for the benetivs 
averlaole. and therefore the costs of providing them, in 
fica ton., cme unit cost of an lvem ol service Maye vargas 
the provincial hee schedules vary. 11 a plan discounts or 
" prorates" the accounts submitted by participating doctors, 
the amounts paid for services will of course be lower than 
(fp pays LOO) percenu. of the fee schedule rates. Some plans 
pay all-inclusive ravés for surgical and CbSvelLirea! Cases, 
ineludine the fee for the operation, cervain diagnostic and 
leboratvery services, and physicians! gealler in Hos pivaks Ane 
finally each plan may follow a different procedures Ly Te — 
ponving Lets expendiicures,, soe ibid ip deta one expendi 


ture on each item, and others lumping the costs of various 
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services. together. “Hor ali. these reacons .. lvls Govlous, viat 
the national averages shown iin Table 16 are only approxima 
tLOOS "wo. The: AC TUG Expeniair ures "on. “Cie VarLoue, a venmero. 
Service Wisted. To Pliustreve (Ne ini ence of uness dan] 
ferences between plans fon che costs! of beneiivus provider: 
Table 16 also shows the range between the lowest and highest 


annua, expenditures. per parvicipant on cacy tem of service. 


(a) Physicians! Calis 

Physicians’! calls were the most costly ivem 
of service in 1951, amounting to $7.11 per member and rang- 
ine from a low of $5456 @o | high of 87.06. “Included 1% 
this average was an expenditurecof $4.40 for office calls, 
$1.63 for home calls and 79 cents for hospital calls. ‘The 
remaLlnder consisted of nignt and heliday calls, and con 
Sultations. . In individual cases, it may be noted from 
Appendix Vi that some plans spent More on fome calle Than .on 
NOSpital euLrendances, and cothera epent., fess. This variecion 
18) Que partiaiiy TOMI rerent Metnods Of payne lor nesii tat 
ealls inesur@ical cages ana partially “66 Ene wot ivence oF 
hospital insurance on medical care, and other factors. vray 
ments. for home calls -“im- 295! varhked from 62 centsa toe $2.00 
per partveipant, and Cor fosprrvel calls trem So icenls) wo 


pee On 


(b) Surgery, Confinements, and Other Services 
The.second Jargest item of expenditure. was 
surgery, costing the plans an annual average of $4.91 per 


M-626 
5.54 


ei 


member inf 1951. The lowest per capita expenditure on tnis 
item was $3.11 and the highest was $6.32. Next in order 

of size was expenditure on x-ray services, amounting to an 
average of $1.28 per person annually for the eight plans, 
and Pee inca a low or YG Gents to a high of “$i2qs. 
Confinements accounted for an annual average of $1.03 per 
participant, varying from 55 cents to $1.50. "An average of 
79 cents was paid to anaesthetists, and 60 cents was spent 


Poralaboravory and other diagnostic services. 


The per capita expenditures of the reporting plans on 
Bach ot these items of service, in selected years, are shown 


in greater detail in Appendix Vi. 


(c) Breakdown of Surgical Costs 
{Tt te of interest tovexamine the cos7vs: of 
Faeeery a. Litule moré .wlosely. . Three of the comprehensive 
plans have provided more detailed iit OrMauVon abour wel 
1951 surgical expenditures, as shown in Table linge we Does Cicpakc}bGlke! 
be mentioned that these three plans may have different inter- 


s s k 4 { 
pretations of “major" and "minor" surgery. 


Having in mind the non-comparability of expenditures 
between plans as noted above, it is sriciking wheu, an esen 


ease, the proportions spent on surgical services are about 


the same. 
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Hach of these threesplens spent ebout halfreof their 
Couel surgical expenditures of major surgery, exeludineg 
gynaecological operations. Each paid between 36 and 39 
Beivs, per member per mone for all veureicak peneri ve. er 
between 29 and 32 cents of their benefit expenditure dollar; 
between 14 and 15 cents of the dollar was committed to 


Penered ma Jor surgery: 


ie wane residual ayes ere exetugedsee 1. watinpe moved 
Bo teaole 17, that in €achoot these plans, appendecvomies, 


Poureiiiecronies ond fracuures were Gaewirev, Second, ane 


Gerd larcest single items of expendipure. Appendectomies 


es 


accounted for 4 to 6 percent of total Expenditures, tonsil- 


tecvomes tor 3.5 to 4 percent, end fractures for 2°00 2r5 
perceno. <inm two of the plans, fourth end tite place an 
erder of size went to herniotomies and cholecystectomies. 
In thé next chapter there is a further discussion of these 
Vpeme on cerms Gt the. Volume: Of eacy Type ol Service pro- 


vided to the members of these threé plans. 


bey. Bernetit: Costs Dy Age end sex 

In the previous-section, reference was made to the 
effect of age-sex differences in the membership of the 
various. plans on the. -comparability of their Cost, dave a4) EWS 
plans have provided statistics showing Bier Pec Lea Lisine x= 
perience by age and sex; these data lndicare’ the very in- 
portant influence of the age and sex of members on the cost 
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OF Une services chey receives “The experiences Optuiese ive 
plans show that females in the age groups 21 to 40 years and 
ti to 60 years, particularly the former, require more than a 
proporticnal ghare (tn reliavion co tren numbers) of the 
Veval expend lcuUres om SeEneielUs Oral Remales Gumi jee 
persons, male “and Wemale, ii reacw ol phesS sre 2roups.  ton- 
sequently..@iris,under 21 years of ese requice less ulaice 
preoporuional Share of Ge expendmiUres wor alk Tenales:. aon— 
ever, they require a4 share of benefits roughly proportional 
woo wine percentage they represent of ell persons if their 


age group. 


Unlike the female members, males aged 21 to 40 years 
require less Tian tay propor lode sare oF Bova! (expenditure 
On sPeneti vs, Tor all males” crew or tad soersonis at tnede soe 
groups, while males of 41 to 60 years require a share of 
beneriy paymen@e whiten iis more: thant proportional for au. 
males DUL) lese han propoerurcnal a gm el persons cl Tiese 
ages. Tne expenditure ion Wenalt of Doys Under 2. years <s 
approximately proportional to the percentage they represent 


ol UOLa lL Male. enrod iment, or of all persons “under 21 veers. 


1G must bei recognized that vhere is wide varilavion 
in the demand for medical services between different age 
Sroups “im each sex. Bovuh the volume of Services required 
and the prices of the waenlous services Minichirare= peculiar to 
certain age-sex groups have considerable influence on the 


benefit expenditures made on behalf of any one age-sex group. 
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Poreexanole, the cost or-vand frequency of demand for cp 
Stevur ca! serviced will obviously Imcrease tne expenditure 
required by women in the child-bearing age groups. Such 
feaccors must be kept in mind 14 the discussion whieh follows 
eoncerning the percentage distribution of benefit expendi- 


tures by age group and by sex. 


(a) “Proportional Distriouvion of Expendimumes 

(i) By Age Groups In Plans A “and B respectively, 
40 and 35 percent of the members were under 21 years of age. 
But these members accounted for only 32 and 28 percent of 
total expenditures on benefits, as shown in Table 18. The 
Situation 18° reversed for adults in the ee rene ed to 40 
years. These groups represented 40 percent of A'S membership 
in 1950, and required 45 percent of the benefit expenditures; 
37 percent of B's members were between these ages int.) O52. 
and 39 percent of B's total expenditures were made on their 


behalf. 


Older members, generally, require slightly more than 
esproportional share .of a plants benefit expenditures. Ten 
percent of Plan A's membership were over 50 years of age and 
received 12 percent of the expenditure on benefits by that 
plan, white 15 percent of Pian Bis members were over 50 years 
and “optaaned 19 booeen Of Bis benefit expendi vures. Ai-> 
though the expenditures on wider members do not constitute a 
serious problem for these plans at the present time, it can- 


not be eoneluded from this information that these cost 
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relavionships would continue to hold if the plans were = To 
extend their coverage to a greater proportion of elderly 
people, since the older age groups now covered represent 
selected group of individuals, for the most Dat, eine; 


actively employed ori recentiy retired: 


it should be observed that when there 16 Meayy 
expenditure on behalf of one or two age groups, as in the 
Pace yor child-bearing females. the proportion of total 
expenditures for that sex received by any other age group 
will be correspondingly small. When expenditures on females 
eoVlemieoware, CXamined In releapion wo) temnave membership, ike 
can be seen from Charts 6 and 8 that females under 21 years 
of age accounted for 40 percent of female membership, but 
only 28 percent of female expenditures in Plan A, and for 35 
dimes Percent Prespeclively in-Plan_ By, porm Mucie eceachan, 4 
PwcpeGe onal snare “or cach plants expenditures for. temalecs 
Girls between 2 and 4 years in Plan A and between 5 and 15 
years Li Plan B required tne smallest: proportional, share of 


Mie wma vic Rex pemOLLi@es. on Temales, 


Ae would be expected, Cheropposiee es Cuavi on prevalss 
amone temale members in the child-bearing “are groups. As 
.Shown in Chart 6, 54 percent of Plan A's expenditures on 
females were made on behalf of the 42 percent of female 
members in the age groups 21 to 40 years; similarly, Chart 8 
indicates that while 47 percent of Plan B's female expendi- 
tures. were required.on -behalt-of-<wemen “ine these age croups, 
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CHART 6 - PERCENTAGE DISTRIBUTION OF ENROLLMENT AND EXPENDITURE 


ON MEDICAL CARE BENEFITS. BY AGE AND SEX, PLAN A, 1950 


PER CENT OF TOTAL 
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they represented oply 39 percent of all female members. 
Oider females "require only slightly more than a proportional 
share of all female benefit expenditures. Women over 50 
vears Ol age accounted for GS percent of female enuroiminens 
anc SX pencwGeve Tit Plate toon se Oe ROe COS iit res — 


DeOur Ve LE se ra ea. 


Among the male members of these two plans, the ex- 
pends tures sare G1 str RouUved much mMoreneVvemy.  Morby percede 
of A'ts males were under 21 years of age, and required 39 per- 
cent of all male expenditures; 35 percent of B's males were 
linder tl (veers. “enor hey svequmred 36 percent of Plan B's 
expenditures on male benefits. A smaller share of benefit 
expenditures was required by men in both plans who were 
between 21 and 40 years of age. In Plan A, 37 percent of 
these wale Memsers, accounvea for only 33) percens of all male 
expenditures, while 35 percent of Plan B males of these years 
required only 28 percent of male expenditures. Older males 
make heavier demands on benefits expenditures, due probably 
CO inereqses In Doth the wolume of services requirea(1) and 
the prices of these particular services. Plan A males over 
bO years: Of tage represented Jt spercent of all males in 2950, 
200, Pequrreday ee percent sotrall, expenditures on male benerita. 
PlanvB wales over 5O-years accounted for 17 percere of al] 


males and 23 percent of all male expenditures® in 1951. 


Unfortunately: information concerning the volume of 
Serviees received by age and’*sex is. not available. 
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(ii) By Sex. Because of the previously noted 

GESvoruion an Che proportMon son expendi tures mecelved by any 
ONS age Group asia, result of the neavy- requirements of other 
aCe eRoups, Le ts ecvisable le examavie B1S0 the propor sional 
disvribution of texpenditures: in eden age group sas pm Table 
iS, to determine whether a particular sexi group has received 
Seo DEOpOrTLonavelmnare jor the beneril) expenatiunrecet om una 
ages ll Ve vONve= Expected thar males andstemeatles tn anve one 
Pee ter Ou May receive” QUMLeV OTiTerene CrOporuLlone. OL. ex 
DeMoltunrey Stnce Wwaryino i) nessY exper ences requires semiices 


Whee cli ter Tn vViotumesa nap rect: 


One Ol Lhe Mose Sori nee races Tor pe mio ceded on 
Table 10 1s that im Plan B boys under 16 years ‘consistently 
mecei ved a) larger share of the penetiry texpendiiuces: Vian 
gies) or he ame ase Broups. -"Ihis Tac Wan pewexplai nec am 
Germs off thé sligntiy hnilenes proportion ol boys mo urls 
DUG, more Amportant, the preaver per capita expends tures mon 
Chea pehal?.. ANSimi1ar patvern. was Toune In iPlay edn 
O50, wien the excep tlon or Une “age Gel oup avon Divi oO 


years. 


Tn the colder ace: eroups. une reverse cs. Grue.— oi 
both Plans A and B it appears that males aged 16 years and 
aver Consispently required a Smaller shave OF he expencdi- 
tures on behalf of each age group, while females in these 
age B@roupe requimed a Jareer share...) ine Sreatvesy Girtercnce 
between males and females in both Plans A and B occurred in 


the age groups 21 to 40 years. 
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(121) Age and Sex: in order,to analyze the 
expenditure pattern for any specific age-sex group, four 
Gitferent relationships should be considered? 

i “The proportion Such a group bears to all _ovher @roups of 
(a) the same sex, as in Table 18, and (b) the same ages, 
aS Tn Tapie: ioe 

2. The relationship of the average per capita expenditure 
on benefits on behalf of such a group to the average per 
capita expenditure for (a) that sex, and (b) that age 


group, as in Table 20. 


For example, females in the age group 21 to 30 
years accounted for one-third of all female expenditure, and 
three-quarters of total expenditures for both sexes of that 
ace Sroup in Plan A in £950" Yeu they Pepreseiced, Less 
fhan one-quarter of all females, and slightly more than half 
of all members of that age. Thus it may be said that they 
required a larger share of the expenditures on behalf of 
both their sex and their age group. This point is borne 
out by reference to Table 20, which Snows. hav. the per. ¢ 
capita expenditure for this group was B20 .52;. much nieker 
than the averages of $14.88 for all females, or $15.36 for 


all persons aged 21 to 30 years. 


The same pattern is¢ revealed for Plan B in LOS, 
where women of 21 to 30 years of age accounted for one- 


quarter of all female expenditure and three-quarters of all 
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CHART 8 - PERCENTAGE DISTRIBUTION OF ENROLLMENT AND EXPENDITURE 


ON MEDICAL CARE BENEFITS: BY AGE AND SEX: PLAN B; 1991 


PER CENT OF TOTAL 


MALES 


PER CENT OF MEMBERS 
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expenditures for persons of boon sexes aged 21 tc SIC) Siioreyiates" 
alvnough, they amounted to only one-fifthwot temateuenrol l- 
ment and one-half of all members that age. Annual per 
capita expenditures of $23.63 were considerably greater than 
the averages of $19.32 for all females or Gal foe tO! foment 
Persons 21s to 30 wearssor ace.) in born plans, however, 
males in this age group received less than a proportionate 


Share of the expenditures: for their ale and fOr tnierwm eex, 


(b) Per Capita expenditures 

Although the distribution of membership by 
age and sex is fairly comparable between Plans A and Be as 
Mudicated in Table Pevand Charte 6 and 8, (with the excep- 
Clon jon the age eroup ec Gert years, and females in the group 
41 to 50 years), it is of doubtful Validity 2o Compare the 
cost experience of the two plans on a DeVCeorva Dacia.) ia 
addition to Plan B having 8 percent more members in the age 
groups over 40 years, it serves an area that is largely 
industrial, and operates under a higher fee schedule. Plan 
A has a younger membership, enrolls rural and ate nareite heres 
members, and operates under a lower fee schedule. Further— 
Wore, Une plans have. dit tere. waiting-periods and other 
limitations on benefits or enrollment. Yer certain experi — 


ences are common to each plan. 


Medically cere or memetes is Considerably more costvly 
on a per capita basis that for males, Dart ievlariy inthe 


Middle agemeroupse, =(ablevoo land Coercs (and. 9 indicace. 
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Por males, the highest “costa occur among Hove vunder, 10 
years) and men over 50 years; however, for females per 
Capita payments remain fairly ;onsistently high afrer. 2) 


years. 


In Plan A, for example, the average female member cost 
the plan $14.88 per year for benefits, and the average male 
Contactily $10,525. Sie average scoute (tone plan, which are 
couvenvently illustrated ln Chart 7. varied from a low vor 
only $7.80 for pirls of 2 to 4 years in 1950, co 4 hteh of 
FeO sor women of 21 to 30 years of age. Men over 50 
years of age cost the plan the highest annual averages for 
Wales $12.20 (51 tée60 years) <and $18 .64(60 to. 7O"years ): 
on the other hand, men aged 21 to 40 years required an 


average of only $9.00 per capita Gm beneric payments. 


The same pattern of costs was experienced under Plan B 
in 1951. Women in the child-bearing ages receive the highest 
per capita benefits, while girls between the ages of 2 and 20 
years receive considerably less than the average per capita 
expenditures for all females ($19.32), as shown in Chart 9. 
Men over 50 years and little boys cost the plan much neue 
than the average cost per male member ($13.56), while males 
between 11 and 40 years cost much less than the average. 
Members in the age category 70 years and over have been ig- 
nored in this analysis, since they represent only 1 percent 
of total membership and consequently a reliable average can- 
nov. be derived tor this @roup, 
eS ee Ee a ee ee Ree ee eee ee ee ee ee 


(1) It should be noted that Plan A restricts membership of 
children under 6 months in some of its contracts. 


ion ae 


ADMINISTRATION 

Ii ose 54 5e. nel on was sspeny sbyeall Sune Voluuvacy 
Hot =r Ot Lens Tor ine admiiiebravion ot mecircal tcave 
schemes, amounting to an estimated $1.25 per participant, or 
Q percent of income. Since 1949, per capita costs of admin- 


1eeraoion have diminished slightly, as shown in Vable LL. 


Niphough on tne vaverage,. soulky 0 percent “of wncomnme 
was required for purposes of administration, considerable 
VvarvalLon 18 noted, amone individual planus. As, previously 
HemyLonued., ToLs percentage fis based “on an estimate of vhe 
proportion of the administration costs of joint medical- 
hospital benefit plans attributable to their medical care 
contracts. If the medical plans and medical-hospital plans 
sresconsidgercd separavely, as. invTable 22) the former are 
estimated to have spent an average of about 9 percent of 
thetrouneome :o0 administration, in)195e, white the /lavver 
spend 10.5 percent in administering both their hospital and 
their medical care contracts. Tt Should. be Toved. jneme ver, 
that administrative procedures and problems vary consider- 
ably between plans. A plan which enrolls only employed 
groups may be able to transfer a large portion of. Eine 
administrative details to the employers, whereas a plan 
which enrolls large numbers of subscribers on an individual 
‘basis will have many more administrative details Go avrend 
to itself. Furthermore, the scope of the contracts being 


offered, competition for membership, location, coverage, and 
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io 


ouner focvors ali grreck Lhe sdminietracLon CoOsmon ec: wooed 
plane “Tre proporbiem of Licomey neededet or adminte tration. an 
1952 varied from a low of 6 percent in the B.C. plan, to a 
high of 16 percent in Alberta and, for the joint plans, 
fronyvas low of oO perceny imi the Quebec Hosprraly olen tore 
high of 17 percent in Associated Medical Services. The 
Maritime Hospital plan, which reported its medical and 
Hospital experiences separately am 1952, spent 15 percent of 
its medieal tucome on adminisuravvon, and 9 percent of ive 


hospital plan income. 


rorvevery dollariepent mn penerive ime hose. the 
medical care plans spent an estimated average of 10 cents 
foriZiml niet rarlon, svaryi nes tren 6. cents eine bs Cs to. 20ncent 
HE we werent: am MeUKis\= ME \Rommiaus naGimaancacusen Care plans. spent.-an 
average OF 12 cents for each dollar in Denerite,, ranging 
from Il cents, under the Quebec Hospital plan toa 23 cents 


under Associated Medical Services. 


Another measure of the costs of administering medical 
care benefits is the annual expenditure by the plans on be- 
half of each member enrolled. The medical care plans spent 
an estimated average of $1.60 per member on administration 
i 192, Whi levine smedi@al-nospital care plans spent about 
ie ROMs oy you tevskonervanibie aaministering their joint medical-— 
hospital operations. Among medical plans, Regina spent 


about $1.40 and Alberta nearly $2.65 per member. Among 


= eee 


Jolat plats, whe Ontario Co-operatives, paid: oul roughly 
$1.00 per member on administering both medical and hospital 
benefits while the Associated Medical Services plan paid 
G2.55 per member for edministration.. “Once again iv should 
be Noved that wages and Saleries) and, OlLner prices wary a 
great deal between different regions of the country, parti- 
eularly between urban and rural areas, and between different 


administrative systems. 


Between 1949 and 1952, .the Saskatoon aud Phaysicians! 
Services medical care plans, and les Services de Seite, Co- 
operative Medical Service Federation, and Associated Medical 
Services medical-hospital care plans; Succeeded in reducing 
their per capita costs of administration, as indicated in 


Appendix LV. 


PAYMENT OF PHYSICIANS! CLAIMS 


fllephyseieiaus: providing services vo members of non- 
profit medical plans are paid on a fee-for-service basis. 
Each plan agrees to pay for services rendered its members on 
the basis either of a rate-schedule set up by the plan and 
Sneluded in the subscriber's contract, or of the minimum fee 
schedule established by the provincial medical SUSROLOM Hs RENE @)¢) 
concerned. Normally, payment is made directly to Gie doc Ver 
who provides the service, but in €erbain Cages the pavrent 


may be reimbursed for a claim whieh he has tpaid- di reeriy. 
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Table 21. PER CAPITA EXPENDITURE ON ADMINISTRATION AND PER CENT OF INCOME AND 


EXPENDITURE ON BENEFITS, 
MEDICAL-HOSPITAL INSURANCE PLANS, RANKED BY SIZE OF ENROLLMENT, 1951 


Plan 


Medical Care Plans 


- Ontario 

= BsC« 

- Manitoba 
Maritimes 
Ontario 
Saskatoon 
- N.S. 

- Alberta 

- Regina 


> 
OF 
~~ 
| 


H 
' 


AHAMNNNANYPH 
! 


QS 33233 310 
SuNEnYDSZMSNnN 


Average Nine Plans 


Joint Medical-Hospital Care Plans 


Qe Hisar ts - Quebec 
M.H.S.A.(°) - Maritimes 
CraMre Sant - Ontario 
NGM SS\c - Ontario 
5-5 -Q- - Quebec 


Average Five Plans 


source: Appendix IV 


NINE MEDICAL INSURANCE PLANS AND FIVE JOINT 


Administrative Expenditures 


Per Capita 
1951 | 1952!) 
$ $ 
1453 Le 
1.40 str0 
182 1.89 
1.93 1.54 
1.34 1.45 
2 en 1.78 
Lee 1.68 
2.26 2.63 
1.16 1.36 

1.63 

pee oe 1.65 

1.53 a ra 
.98 1.10 

2.96 2257 

2.28 2.35 

1.55 py 


Percent of Income } 


1951 


J 
~ 
pe 


7 ee . e 


OM OW OOF OO 


9 
5 
i) 
in 
i: 
) 
9 
6 
9 


‘2 1952 per capita figures are estimates, subject to revision. 

b) This plan separates its medical and hospital care accounts in its annual report. 
Figures given for medical care contracts only apply to 1950 and 1952; for medical 
and hospital care contracts combined, to 1951 and 1952. 


Percent of Benefit 


Expenditures 
1952 

algteal 10.6 
eee 6.3 

L2R0 10.4 
24.9 18:2 
8.3 8.4 

16.3 12,2 
ileleon( alas; 
US aif 20.4 
8.4 Gi 

ORO 

MOA 

ne) 

SS 

Zoe 

14.2 

20 


Note: The amounts used for this table as total benefit expenditures represent actual 
payments to physicians, and not the full amount of allowed claims for medical 
services received by members. 
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Nome of the plans are responsible’ for the direct providion 
Ol ecelVvices; they arree onty eo pay Tor services which nave 


been received. 


As previously mentioned, \_? all of the nine "service" 
Platts, *CNCEr ano COnLracus, WLoh Physa Cians. ~praciuisnug as 
Be ieradl practi troners, Wao eaeree vo Treat member pavLenvs, 
Snow ce accepu the! Tees, paid by tne plan as uli discharge o1 
tne members!’ debts to ’them. Two of these nine plans offer 
SUC a 2uaranvecwonly vo those members whose. Ticomes are 
below certain specified levels.(2) Specialists, on the 
Ouhet hand, have such a@ereements win only che Manitoba and 
Bracgish Columbia(3) plans; “Other specialists ayn eay aenr 
own Giseretion, charge member-pacvitents extra fees for their 
Services, oC noOugi AN BreLUIsh Columb lav ands Alberta. parlenGs 
Mus be Tntormed of such exUrascnarees well anya pelore nm. ne 
service is performed. Les Services de Santé du Québec, with 
a somewhat different approach vo This problem, wilh pay 550 
percents.or the basic rates sev forth tnvits ree schedule for 
Consulting Specialist services| =i thnisiplanys congracring 
soecielists agree Novrto Charge extratees @ineexcess yor 150 
percent of the basic rates to member patients whose incomes 
are below the specified limit, when the patients have been 
referred to them by their family doctors. Low-income members 
Of ane. Windsor Dleheare einilariy ireet rommexrcra= Oia. by, 


Specialists. 


esas ape Ole 


(2) See pp. 30-37. 
(3) For referred specialist services only. 
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The remaining five "indemnification" plans, until 
1953, had no such contracts with physicians, and therefore 
could not guarantee that their members would not be charged 
additional sums beyond the rates paid by these plans for 
practitioner services. Four plans have drawn up their own 
fee schedules setting forth the rates (maximum rates in some 
cases) which they will pay physicians for specific services 
performed. Ordinarily these fee schedules form Dane or 
the contract issued to subscribers. Practitioners are. paid 
the full rate if the patient's pill] is not less than that 
amount. The Ontario Co-operatives pay physicians and 
surgeons 100 percent of the rates listed in the Ontario 
Medical Association Minimum Fee Schedule, but the member is 
required to meet the first $15.00 of any professional 


charges out of his own pocket. 


Among the nine service plans, those in Manitoba and 
Quebec have prepared their own fee schedules, on the basis 
of which contracting physicians submit their claims for 
services they have rendered. The other plans make use of 
the respective provincial medical associations! minimum fee 
schedules, although the two Saskatchewan plans operate on 
the basis of a special provincial Contract Fee Schedule. 
Claims submitted by BR ge ih doctors are usually first 
approved or "allowed" by a medical consultant who advises 
the administrators of each of these service plans. For 


example, in 1951 under the Windsor plan, 94 percent of the 
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accounts submitted were approved for payment. But only 
three plans - the two Saskatchewan plans and the Quebec 
plan (with the exception noted above regarding specialists) 
- paid.100 percent of the fees claimed in those accounts 
which were allowed; the other plans subjected such accounts 
to a "tax" or discount. Under the British Columbia and 
Physicians! Services (Ontario) plans, a deduction of 10 per- 
cent has been made in the past from each approved claim, in 
order to cover the costs of administering these plans, and 
to build up contingency reserves. Both the Manitoba and 
Maritime Medical plans pro-rate payments to physicians de- 
pending on the amount of premium receipts available for 
making payments in any year. [In 1951, doctors! accounts, 
submitted on the basis of the fee schedules agreed upon, 
were pro-rated at 72 percent by both of these plans. (1) 
Similarly the Windsor plan pro-rated’ allowed accounts in 
1951 at 89.9 percent. The Alberta plan has an agreement 
with the Alberta College of Physicians and Surgeons whereby 
doctors! accounts, based on the provincial fee schedule, 
are subject to a discount of between 15 and 20 percent on 


(2) 


the average, varying according to the service performed. 


(1) However, heavier pro-rating or discounting does not 
necessarily result in relatively smaller payments for 
each service since the fee schedule used is the determ- 
iuine factor 1n such cases. 

(2) In addition, 5 percent of the amounts claimed by Alberta 
doctors since April 1951 has been "held back" in order 
partially to overcome a deficit suffered on the previous 
year's operations. 


M-626 
5.54 


- 130 - 

It would appear that the "pro-rating", "taxing", or 
discounting of doctors! accounts under the service plans 
has an effect on the payment of claims very similar to that 
of the special fee schedules drawn up by the indemnification 
plans. In the absence of agreements with physicians, the 
latter plans cannot expect to reduce the claims submitted by 
doctors to conform to the size of the annual revenues avail- 
able*foridistribution to practitioners: Consequently, some 
of these plans draw up fee schedules which, in effect, have 
already discounted the rates in the provincial minimum fee 


schedules which the service plans utilize. 


The extent to which pro-rating, taxing, or discounting 
of doctors' accounts was practised by six of the service 
plans in 1951 is indicated in Table 22. Three of the plans 
withheld 10 percent of ene fees claimed by practitioners, 
and three withheld roughly one-quarter of the fees as 


claimed. 


It is of interest to note that over 7,000 practi- 
tioners, or more than two-thirds of about 10,450 civilian 
doctors in independent eee ee in 1951, had entered into 
contracts with the nine service plans, either directly, or 
through their medical associations, whereby they guaranteed 
to provide general medical care, at no extra ‘cost, to 
patients who were members of these plans. . As Table 23 
indicates, almost half of the contracting doctors were in 
Ontario, and 14 percent in British Columbia. There is un- 


doubtedly some duplication in the figure for Saskatchewan, 
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for some doctors enter into contracts with both plans 


Operating in that province. 


If the payments for medical benefits made by these 
nine plans are averaged among the contracting practitioners, 
it is found that the average doctor under contract received 
about. $ 500 Ane 1954 through insurance payments from non- 
profit plans... (his is only a wouch approximation, (of course: 
Since many contracting doctors would treat only ta -sma li 
number -of insurance pattents. Conversely, some plans pay 
claims submitted by non-contracting doctors, or by clinics 
or laboratories for X-ray and diagnostic services. Among 
the individual plans, doctors under contract with the Windsor 
plan received an average of $5,346 from the plan, while the 
lowest average - $450 - was paid to doctors under contract 


with the Quebec plan. 
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IV - UTILIZATION OF SERVICES 


a 


Any analysis of the experience Of prepaid medical 
care plans should attempt to relate the volume of care 
received by the membership to the Cost.oL such services. 4 
more rigorous approach would Begregate groups of individuals 
bye tenes Pp renrollnemy characteristics, particularly length and 
continuity, and trace their sickness, service, and cost 
experiences to obtain knowledge of the effects of insurance 
protection over time. While diagnostic and enrollment infor- 


mation ts not available at present: to permiL lguibesre Meng ole arene 


analysis, cost and utilization data have been provided by 

ee eee prener athe Ngeryiece! plans) aud) one "4ndemnification" 
pian, Wiis chapver discusses. the volume of eee 
rendered to the total membership of vhe five plans, and the 
fohacen costes, bul due vo une limcdeacwons Of the material 


provided, vo LUMe—COS TU relationships cannot be presenved son 


an age-sex specific basis. 


For a number of reasons, it is not appropriate to 
compare the utilisation experience (volume of services) Of 
these plans. in reporting services received by the members, 
plans often do not define "services" in the same way; for 
example, one pian may count an office call each time that a 
special procedure is performed, while another plan may count 


only the procedure and mon whe call,  Mereover, parrpicuilar 


services are frequently 4temized differently by each plan. 


bi 136 a 


Pre-natal services, for example, may be lumped with confine- 
ments, by One pla, counved as phys. clane' calla niya sec ona, 
and LVemizeo separately by a Third.) =PuLrtnemiore ic 
services themselves “arcrnob aiways Comparailes mor cAch oda 
has, diTrerent walving-periods, exeolrucione manuuc ole. 
limitations which afrect, the volume of Services provided 
their members, Also, medical and Nnospital facilities ditter 
in quanvity and organization between communities, and may 
theretore be expected to affect) therwolume of each service 
obtained, “Similarly, the navure ‘of The senvor bed, popu Lon 
may vary considerably between plans, including factors such 
as. Une age and sex of members, thelr uehban or rirat 
Locations, and their enrollment e<tatus a2 individuate or 
members: .0f @roups. These factors “are mot taken into account 
when figures are given for the number of services rendered 
per Capita ‘or Yotal membership. ‘Any comparisons on a per 
Capita basis are thererore gucsetLonable,) 7. should be noted 
that, when waiting-periods apply to some of the services 
provided by a plan, a Jaree expansion im enroliment in any 
year renders a considerable portion of the membership 
ineligible for such services; the number of these services 
rendered per capita in that year will therefore be unduly 


low. 


In any attempt to apply the utilization experience 
of the non-profit insurance plans directly to the general 
population, it must be borne in mind that the groups enrollad 
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under such plans represent Segments of the population 
specially selected so as to restrict membership to those age 
groups and employment status groups whose sickness experience 


is considered insurable. 


VOLUME OF SERVICES 
Bearing the above limitations on inter-plan compari- 
sons in mind, it may be of interest to-examine separately the 


utilization experience of four of the five reporting plans (2) 


(1) Comprehensive Service Plans 


Plan I. im LO49, its second wear oF operations, paid 
for an average of 2.9 services per members by 1951 Vis «rave 
had increased to 3.4 services per member. During this 
period, Plan 1 expanded its enrollment by over 200 pereenis 
Plan 2, a much older plan with a much slower rate of growth, 
paid for 4.2 services per member in 1949, 4,0 in 1950, and 
4.1 in 1951. Members of Plan 3, many of whom were enrolled 
on an individual basis,.received an average of 2.9 services 
per member in 1951. Plan 4 paid for an average of re 
services to each member under its comprehensive group 


contract in the same year. 


The morbidity rates experienced under most of chal 
plans - that is, the percentage of members receiving medica | 
attention each month - are not available. However, the 
B.C. plan has stated that its morbidity rate increased from 


10 percent in 1949 to 12.5 percent in 1951. Rates reported 


(23 A detailed analysis of one of the comprehensive plans 


$s not available. 
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Table 24, NUMBER OF MEDICAL CARE SERVICES RENDERED PER THOUSAND MEMBERS PER* YEAR, AND 
AVERAGE EXPENDITURE PER MEMBER PER YEAR, BY MAJOR ITEMS OF SERVICE, THREE 
NON-PROFIT MEDICAL INSURANCE PLANS, 1949-1951 


NUMDeR NOR TServkCes Peal OOo 
Members Per Year 


Average Expenditure 
Per Member Per Year 


More ole Seiialos 


Physicians! Calls 


Surgery of 
Confinements .o4 
X-ray, Laboratory & Other 

Diagnostic Services (a) : 84 .82 .96 
Miscellaneous 301.5 10% 90 BGs 


Physicians! 

surgery 

Confinements 

X-ray, Laboratory & Other 
Diagnostic Services (a) 

Miscellaneous 


Total 


Calls 


ee 


Pillans. = OSul 


Number of Services Per 1,000 
Members Per Year 


Average Expenditure 
Perm Member Pern syear 


Physicians! Calls SH a 
Surgery 4.90 
Confinements 9 
X-ray, Laboratory & Other 

Diagnostic Services (a) 12h 


Miscellaneous (b) 
Total 


Source:) Tables 27, 


(a) The utilization rates for this item are considerably influenced by the nature of the contracts 
and the methods by which the accounts are processed, Plan 1 includes X-rays, B.M.R.'s & 
E.K.G.'s; Plan 2 includes these items plus cystoscopies; Plan 3 includes a complete range of 
X-ray, laboratory & diagnostic services, 


(b) Many of the items classed as "Miscellaneous" in Plans 1 and 2 were included under other 
headings in ‘Plan 3, 
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by the Windsor plan were 18.7 percent in WONG Wiis, tit LOO. 
and 18.2 percent in 1951.(1) Judging from the experience of 
these two plans, it would appear that between 1 in 5 and 1 
in 8 insured persons obtain some amount of medical care 


every Mont hv. 


ton Poysnieus nscale 

On the average, each member of Plan 1 received 
2.4 physicians' attendances (excluding surgery) in 1949 and 
Poem 195. ease hown a Tablew2e 4+) = included iam cies] 
Pieures were 1]. lorricerea lis On Giiomertca lls, sandhOus 
hese iuca! cables during Voto iwithecr ieemcellsaunereasine vo 
ley per member tn 105) as Table 27 (see lpavel1 52) indicates. 
Plan.2 paid for an average of 3.2 attendances per member in 
POLO ano whos ain Old meee at Of taice Lees iO. Oe tOmenrc auelcrs 
ena U.s hosplval cable during 1040, "end 2 Onom icen O25 
heme. and O.4 hos pital vealiistin lool TosPlan Sy opeuar ine 
ie DPEOVINCe MIU MOReENeExXCensi Ve. Nospiral Mioc tries —eeac 
member iobbhained “2.4 “autendances during 1951) or whiier 2.3 


were office calls, 0.3 were home calls, and 0.8 were 


Moe Dulcgad sea Ts. 


ti miscellaneous ivemsy (amc ludi ne hw ecitous mand 
Perrpactions) were added vo the volume of physitcrans! au 


penoances pald Ter wuderiuness jolanss “calle Uneer ela.) 


(1) these rates have not ehanged significantly in the posy- 
War period, for abour Len years agovc rave sor 16.8 per- 
eent was reported. 
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would Inerease Uo du average or Sst perm perscm 1) boo nad 
under Plan 2 to an average of 3.7/7. The average for Plan 3 


would remain unchanged at 2.4 attendances. 


(b) Surgical Benerits 

The crude rate(1) of surgical services paid 
for by Plan 1 increased between 1949 and 1951 from 141 to 
198 per 1,000 members, largely due to increases in minor 
Surgery; general wejor sureery rewained fairly stable, 
averaging about 22.5 operations per 1,000 enrollees in both 
years. Paralleling its stable experience with regard to 
physicians! calls, Plan 2 experienced only a slight decline 
in the number of surgical services received by its members; 
252 services per 1,000 members were received in 1949, and 
242 per 1,000 in 1951, with an increase in minor surgery 
more than offset by a decrease in the services of 
anaesthetists. Plan 3 paid for 186 surgical services for 
every 1,000 members in 1951, including an average of 82 
minor surgical operations. These services are shown in 
greater detail in Table 27, where it cam De noted that major 
surgery, including gynecology, accounted for about one out 


of every four operations in each ie 


) With no adjustments for age and sex. 

) Even though the plans probably have different defini- 
tions of what constitutes major surgery, such variations 
would probebly not ‘atiect, Uiis’ tar laugitentt teant ty: 


Sao uhors 


(c) Confinements 

Lntconusiderine=coniigemenus, ty shnouta=ve 
noted that a rapidly expanding plan will have a large pro- 
portion of members who are ineligible for maternity benefits 
AVEAnoe tne tT i iPst “9 sore PO montis Of thei ramMembe reians san 
those cases where such waiting-periods are required. AS a 
result, the number of confinements per member will be unduly 
low. Cont inements “under Plead)  inereasea Tron] vTorls per 
1,000 between 1949 and 1951; under Plan 2, which had a much 
slower rate of growth, they remained fairly stable around 
25 per 1,000. An average of 34 confinements per 1,000 
members were provided in 1951 under Plan 3, a plan whose 
policy with regard to waiting-periods for confinements was 


os) 


quite, Miberal:. 


(ou filmiveo indemiiiicartou Plagne 

The range of benefits offered by the one indemnifica- 
Geonwolen (Plan 4) whieh hag: provided uri lization davai or 
this study is more limited than that of the service plans, 
Amethat. ic tncludes only in-hnospiveal medical services. As 
would be expected, a much lower volume of services was 
received, by? each member of this’ plan in 1951, as: Table “25 
shows, than by members of the plans discussed in the previous 


Section. it should be berne in mind’ that. wnis plan eccepes 


members ona non-group basis. 


(1) In all these eases, -only’ the-crude confinement raves per 
1,000 members have been shown; Plan 2, for example had a 
rate of 89-confinements per-1,000 females between.the 
Bees oF bomend! 5O wears, 10 lool. 
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There has been much speculation by students of medical 
economics as to the probable effect of hospital care insur- 
ance on the demand for medical SOrvicees Vitimus tape a e— 
cognized that many other factors than hospital-insurance may 
have influenced the utilization rates Sxperleneéed “under 
Contracts A and B of this plan, particularly the age-Sex 
pateern or the Menbership under each Gontract. Tt ea strik- 
ing however, that the crude rates per 2? OOO persons Por 
Surgery and confinements, for nonsurgical nospiteal calvie 
and for X-ray and diagnostic procedures were ali consider 
ably lower in 1951 under Contract By Whvenvoid not ine tide 
NCep. paldze Gaon benefits, (i.e. board and ROOM. etic: ee aa 
auxiliary services) than under Contract A whose subscribers 
were entitled to hospitalization benefits. HOWE Vero a 
would be necessary to know the utilization experience, py 
age and sex, over a period of time, of the members of several 
plans with and without hospital insurance before any der nace 
conclusions could be drawn as to the elPecte Of Suclhy insurance 


on the volume of Hedi cat.care * 


Another striking feature of this plan's experience 
was the decline in ‘the utile zation rates for most items of 
service which occurred when it withdrew its comprehensive 
service contract ("D"). and offered in its place a limited 
contract ("A") which included increased hospitalization 


Denerits, but which no longer provided home and office care, 
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Table 25. 


Pype of Service 


Bhysicians'! Calls 
Office 

Home 

Hospital 

Night 
Consultations 


Total 


Surgery 

Surgicai Assistants 
Anaesthetists 
Confinements 

X-Ray Diagnostic 
A-Ray Therapeutic 
Diagnostic Procedures 
Laboratory Procedures 
OLner Diagcnostic 
Miscellaneous 


Total 


= aR 


NUMBER OF SERVICES PER THOUSAND MEMBERS PER YEAR, 


BY TYPE OF SERVICE, TWO LIMITED INDEMNIFICATION 
CONTRACTS AND ONE COMPREHENSIVE SERVICE CONTRACT, 


Limited Indemnification(@) 


MP EWU 


8.4 
288 
Te) 
24 
O.4 
6.4 
ou 
ene 
Die 


482.8 


Available only in hospital. 


PLAN 4, 1948 AND 1951. 


1951 


eed 


Comprebe 
Service 


5 (e) 


1170.9 
816.8 
15623 

VISTO) 
119.9 


2297.9 


92.4 

6 
els eno 
SG 
184.5 
os 
20.0 
1650 
(eee) 
21 2a 


3025.8 


Doctors. received full payment for services rendered to members. 


Excluding hospital benefits. 
Based on six months! experience (Jan.-June). 


a 
b 
©) tueluding hospital benefits. 
d 
e 


sive 


1948 


= ee 


As would be expected, the rate for hospital calls increased 
under the indemnification contract, since services in the 
home and office were no longer available, while per diem 
hospital benefits had heen increased. The rates for all 
other items except confinements, however, were considerably 
reduced following this change, although surgery declined 
only from 92 to 78 operations per 1,000 members. On the 
average, the total services per 1,000 members fell from 
3,026 services in 1948 under the comprehensive service 
contract to 483 services in 1951 under the limited indemni- 


fication contract which replaced it, 
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(3) Extended Utilization Experience 

It would be valuable to know the volume-cost experi- 
ence of a plan over a period of years according to une age 
sex distribution and length of membership, since econtinulsy 
of coverage undoubtedly affects the members' demands for 
service. .Unfortunately data for such:an analysis are not at 
present available. However, one comprehensive service plan 
has provided material CONCErnIng tne raue or services 
rendered to total membership over the eight-year period 1944 
to 1951, during which period its enrollment increased 15-fold. 
It seems worthwhile to examine these utilization rates since 
they illustrate, if only in approximate terms, the behaviour 
of one of the most important variables in determining a plans! 


Minencial Experrence in any year. 


From the informatiom provided. erude Utid izacnom 


rates for selected items of service have been derived, as 

set forth in Table 26. It may be moved that, over this 
period, the average annual number of services réceived by 
each member increased by Léss tuner “one Service, trom 2.4 
services per person. in 1944 to 4.2 services im 1951, of whiten 
Over Chreé—fourths consisted of physicians” ¢calis (2.6 in 
1944 and 3.2 calls per person in 1951). Of these calls, ome- 
twentieth were hospital attendances in 1944, and one-ninth in 


lool. surgical services on Une ovner hand, imcreased) sion ig 
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Prom 2O0/ per 1,000 mémbers jin 194 76 23001 n 195)ebuteduce 
ing this period fluctuated between a low of 160 services per 
1, 000spersons andsa nigh of 273 per 17000 in) 1947 and Love: 
In the former year, however, membership increased by 187 
percent; therefore 4 sizeable proportion of the membership 
became eligible for ‘somesitems of surgery in 1948 for fhe 
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VOLUME AND COST RELATIONSHIPS 

The volume of services rendered per person (or the 
utilization experience of each plan), combined with the 
price of Each particular services, deternines mice Der capita 
EXpenuULtUres: Of Serv ices) welnere hore. (any Vari auloM Ieper 
Capita -oxPendlwures= betwee Clans S464 Lume CWO On Varia 
Eons in the volume of services or Varuous types Tencercad 
Derrcapilta and in ne prices Dald for servvecs sin cgi tereniy 
aceas, [he Pave or services per 17000 members. tneweverare 
Cost per unit of sepvice {before pro-ratinowin etwo eases },, 
ang the averace annual, per Capita expenditures on ail ives 
Of Medical care £orweach. Or Ghewrour reporuiniewy ais ss iere 
given in Table 27. Changes between 1949 and 1951 in the 
Utero, Of services and Dine Sxpenc Meares perves ire 
are Given Por twoecet tne plans ~..TNe averace COS, per iit 
OP VSservice. 1s ate lnded tine Chis Vable to tndicave Verret cone 
ie Ge DielLCe Om enviar iicilar service perweelwal: 1 erent 
years Or GiPrerent ~lane., However,’ 10 should be pDorne in 
mind that tieee *averase Tlevres Mey nol represen. wie 
actual payments Mage Toumeacn service, since they may oe 
SUbJeCU. VOL DrO-ran ime; Nor de they represent: the exace. Peco 
seu by provincia medical wasscelaulone since such fee 
Schedles includemseveral pre vces Tor ne Same, 1 tem or 
Service, Varying With Gonphications Asurpery, sr wruh 


CXULPa \Servi Ges provided GUI ne won Sct ens Teas. 
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it Should also pe remembered’ that a plan's apility 
to balance premium receipts and claims in any year is af- 
fecled by botn Lis Widigation Sxperience and the pasis on 
whieh prices are established for the services received by 
its members, usually a provincial fee schedule applicable 
ro poth the Insured and the non-Tisured population, As 
novedweariicer, several plans euploy pro-veating Tecnniaucs 
oe Clalms are! adjusted propore tonave la Go The aval table 
revenues, although in one province the «alternative or a 
Special ly-developed fee schedule 1or ansurance pracvice has 


peen adopted. 


Although the volume=-cost relationships are unigue 
foeryeach plan, for the reasons menLioned previousiy,. one wr 
Does uriking Teatures vol The present analysis: is “the gegree 
er Sister iiy indicated (by the experiences or the plans 


examined, as illustrated graphically in Chart 10 (see page 


15.) ) “Thernumbers of services rendered per member annually 
mde: Gachiwor the comprenensive Service plans, estes 
Plan 4's comprehensive contract, during the period 1949 to 
1951 varied by not much more than about 1 service each, 

thes cis, trom 2.90 to 42 Services per mempen per wear. 
Similarly, the per capita expenditures on services under the 
three comprehensive plans in 1951 varied by less than $3200, 
from $13.57 per capita under Plan 3 to $16.37 per capita 
under Plan 2.. During the eibent years To 1957, Pian 2s 


utilization rate for all services increased by 25 percent 
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from 3.3 to 4.2 services per person per year, while the’ 
average unit cost of each service increased by kesar than. 4 
percent; in consequence the expenditure ber caplva onsali 


services increased by 16 percent, from $14.09 to $16.37. 


(il ePlive tic ansiicada a 

Per capita expenditures on all physicians! calls in 
Plan 1 increased by 32 percent, from $5.37 to $7.06 per year 
(the national average) between 1949 and 1951. This increase 
resulted partly from an, inerease in the eVverage Tumbperw ot 
Services provided per member (2.4 to 2.8), and partly from 
an increase in the average unit cost of these services. [In 
general, increases were experienced under this joWenel wala mistenel ¢ 
the volume and cost of each item of physicians! attendances, 
With Che exception of home calle sand COnsultattons. > (Siachy 
declines in the average cost of home ealls, and: in the 
number of consultations provided each member;.made: for 
Smaller increases in the per capita expenditures on these 


two items. 


Plan 2, which as previously mentioned had a stable 
volume experience over the three years, with the number of 
physicians! calls remaining almost unchanged at 3.2 services 
per member, did experience a 10 percent rise in the average 
annual expenditure per member, from $6.76 to $7.44 during 
wis: period as @ result of price increases. Although the 
per capiva volume of office, home, and night calls deciined 
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oetween 1949 and 1951, increases in the unit cost of each of 
these services tended to offset the decrease in VOLUMES is6 
that average per capita expenditures on these items evar 
only slightly. Similarly, an increase in the number of 
nospital attendances from 0:35 to 0.37 per member was orfser 
By @ decrease im the average unit cost of these attendcances 
($1.82 to $1.76) and therefore annual per capita expenditures 


thereon remained almost constant at 56 and 59 cents. 


OLTLce ‘caus, heme. callie, “atid consultations iach roc= 
Corponeac JESS expenditure per menpe™ im 105) winder Phen. 
vay under Planet, or 2, due largely To, Lhe lower volume or 
such services provided per member of Plan 3. However, the 
Byerece Unit Goss Of home Calis and consulvarlone Were aie 
tower under Plana 3 than under the «ther two plans, for ie 
eperaces in an area where medical prices are av a) Lower 
hevel generally. On the other hand, the average expenditure 
per member on hospital calls was at least twice as large 
Uncer Plan 3 as 10, was, under Plans 10% 2. Gor more than 
twiee as many hospital calle were provided Der member of (iis 


Diam, 


(2) purgicel. Ssermices 
Under Plan 1, the per capiva mumber of total sureteal 


services|!) increased between 1949 and 1951, including large 


AN 


— — 


/ \ 

oe Surgical operations, procedures, assistants and anaes- 
thetists, Fee payments for operations usually include 
pre- and post-operative care, including hospital visite 
by the attending physician. 
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Table 27. NUMBER OF MEDICAL CARE SERVICES RENDERED PER THOUSAND MEMBERS PER YEAR, 
AVERAGE COST PER SERVICE BEFORE PRO-RATING, AND AVERAGE EXPENDITURE PER 
MEMBER PER YEAR, BY TYPE OF SERVICE, FOUR NON-PROFIT MEDICAL INSURANCE 


PLANS , 


Plan 


Number of Services Per 
1,000 Members Per Year 


Type of Service 


1949-1951 


Average Cost Per Ser- Average Expenditure 
vice Before Pro- Per Member 
Rating rer vear 


1949 1950 1951 1950 1951 
$ $ $ $ 
Physicians! Calls 
Office(4 3.85 
Home b) 1.99 
Hospital 51515) 
Night 40) 
Consultations .36 
Pre & Post Natal seit 
Total 7.06 
Surgery 
General Major Surgery 2255 20.2 5 oats) 
Appendectomies 5.9 (SO ; -56 
Herniotomies Ves 2.4 Balé 26 
Cholecystectomies 216 WA) £3 18 
Other Ma jor(° Woh 9.8 wee eas 
Gynecology ONZE 8.4 nl LO) 84 
Minor Surgery 45.0 T2O) 88.9 Le AlO) 
To Cones 19.9 Waay, 20.9 
Other Minor PAsYe ik Dist s 68.0 
Anaesthetists 53.9 52.2 63.8 
Fractures 9.0 8.3 nal ss} 
Total 
Confinements 


X-Ray, & Diagnostic 
X-Ray Diagnostic 
X-Ray Therapeutic 
B.M.R.'s 
E.K.G.'8 


Total 


Miscellaneous 
Injections & Immuniz. 
Refractions 
Other 


Total 


All Services 2936.9 3159. 


eT 14.64 


Laboratory services, when provided in the office are not counted as separate services. 


Includes all other operations having a rate of less than 1 per 1000 members. 


(a) 
i For non-operative cases. 
c 

6 


Number of Services Per 
1,000 Members Per Year 


Average Cost Per Ser- 
vice Before Pro- 
Rating 


Average Expenditure 
Per Member 
Pena e ars 


Type of Service 


Physicians' Calls 
Office 
Home 
Hospital (4) 
Night 
Consultations 
Extra-Patient 
Annual Medical 
Pre & Post Natal 


MFRPANFRW PD 


Total 


Surgery 
General Major Surgery 
a es ea 
Other Major(> 
Gynecology 
IDS Wa (LVS 
Other Gynecology 
Minor Surgery 
UE 3 TSAR 
\Circumeisions 
Other Minor 
Surgical Assistants 
Anaesthetists 
Fractures 


Total 


Confinements 


X-Ray, Laboratory & Diagnostic 
X-Ray Diagnostic 
B.M.R.'s 
Bie Kee Gia tS 
Other Lab or Diagnostic 


Total 


Miscellaneous 
Injections & Immuniz. 
Refractions 


Other 4.39 Teas 5h 
oy Sa ee eee ae Bie 


All Services 4200.0 3958.8 |4150.8 4122 4,23 4.39 15.84 jas.05 | 16.31 


a) For non-operative cases. 
b) Includes all other operations having a rate of less than 1 per 1000 members. 
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Plan 3 - 1951 


Number of Services Average Average Expenditure 
Type of Service Per 1000 Members Cost Per Per Member 
Pere yvear service | Per Year 
rs 
Physicians! Calls 
Office Te tO 2.38 3.00 
Home 282.4 2eoG fo 
Hospital (4) 753-9 1.86 1.40 
Night 15. ue .22 
Consultations 16.8 ea .13 
Tota 1. Dee I 
Surgery 
General Major Surgery 219 Or 
Appendectomies 9.7 Aleit 
Herniotomies ear ¢ Men 
Si ah ede Leo $23 
Other Major 5 fare of4 
Gynecology ie O oF 
De & Grats Soe, alee 
Hysterectomies eoak «14 
Other Gyn. 4.0 Rcis 
Minor Surgery 82.0 Lid S 
T. & A.'S 18.6 -50 
Hemorrhoidectomies eo -O7 
Other Minor GU 55 
Surgical Assistants 1S 
Anaesthetists 57 
Fractures 229 
Totad 4.90 
Confinements hieng 
X-Ray Laboratory & Diagnostic 
X-Ray Diagnostic -76 
X-Ray Therapeutic 05 
Bethe £05 
Ek. G's <05 
Laboratory Services (¢) .20 
Other Diagnostic 74 
Total: ae 
Miscellaneous 
Injections & Immuniz. wale 
Other ata 
Total en 
All Services JES ees 
a) For non-operative cases. 
b) Includes all other operations having a rate of less than 1 per 1000 members. 
c) Including Lab. Services provided during office calls at the rate of 98.4 per 
1000 members per year. 
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increases im minor surgery, and slight increases in most of 
the items of major surgery, except eholecystectomies., Wver 
the same period, the payments made per unit of Major surcer. 
increased considerably, while the costs of minor surgery 
decreased, In consequence, the average annual expends tiumre 
per member on every item except cholecystectomies in¢resscuy 
with an overall increase in all items of surgery of 26 per- 
cent, from $4.14 to $5.21. On the other hand, although 
there were slight increases in the unit costs for most of 
these services under Plan e, tne rate of surgical services 
per thousand declined sufficiently to reduce the per capa 
expenditures by almost 7 percent over this Perl od. irom 
$5-93 to $5.53. In 1951, the per capita expenditure on 
Surgical services under Plan 3 was lower than that under 
both Plans 1 and 2 ($4.90 per year, as compared with $5.21 
and $5.53) due to the fact that both the volume of such 
services per capita and the SVerake Wik Cos G (Ot RSerwy ces 
Were, Dower Under thie plan. + \Of Course, the per capita 
volume of surgical services Drovided under Plan Sis three 
indennification contracts, and therefore the average expendi- 
ture a capita, were lower than under the comprehensive 
plans, largely because these three limited contracts imposed 
more restrictions on the medical benefits available to their 


members. 
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(3) Surgical Operations Ranked According to Frequency 
As mentioned in the previous eee appendec- 
tomies, tonsillectomies and fractures, in that order, were 
tne largest single items of per capita surgical expenditure 
in. Pieieei . 4 and = Shi O51..” pues a SCepie sor Bine rave vce 
surgical Peececions performed, appendectomies dropped to 


- in each of the plans, as shown in Table 27. 


third meen 
The higher cost of appendectomies under all three plans 
accounts for the greater per capita expenditure on this 

ey perot operavion.« In Pouctnys Pieee, cand Sic eplace: 1m cae 
rate of operations provided are D. & C.'s (dilatathonnand 
curettage), herniotomies and cholecystectomies. But since 
the prices of these last two operations were’ much greater 


woater ne price or D. & ©.) tne latter Teil to eixch mbace a 


piZe wore XKpendl GUres per capica, 


ine etreot ef the application of AnsUrance Drimer ples 
to the problems of so-called “castastrophic" medical care 
Costs Is Porcetulive Jidustrated in Table 28, which shows 
the combined experience Or Tour plans wi payine Spor the 
eight items of surgical care most frequently obtained by 
tietr a NG h WhO) eid ee Payments for high-cost operations 
such as cholecystectomies and hysterectomies, when spread 


over Une insured population, accounted for @ very small 


(1) see p.107. 


in Plan 2, clreumeigions andearacvures, bDobh oceupled 
second place with regard to the number of services pro- 
Vided. 
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proportion of the plans' total benefit expenditures. yet 

foe 0c individual non-insured Cayley, such items of medical 
care would constitute a serious incursion into the family 
budget, particularly when the doctor may charge rates above 
the minimum fee eenedule.. “On ene other hand, Low-cost items 
Suc (as tonsillectomies and fractures, which might reasonably 
be met out of most family budgets, represent Git eae high 
proportion On anile plans! surgical expenditures, due- to Une 
high frequency ei occurrence Or these Sond Lone. ADs 
pendectomies , however, which combine high @oube and mien 
volume, coustivure a serious item of expenditure for both 
individual non-insured patients, and prepayment plans. In 
general, then, most high-cost operations, though expensive 
Tor cle 4ndividual parLcwy, represent 4 small part of ene 
total problem of financing medical care insurance. It nbs: 

the relatively low-cost items with high incidence rates 


which constitute the major part of this problem: 
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(a) Dollar Limitations on Surgical Benefits 

Tt was noted in Chater 1141) that certain indemii- 
fication plans limited payments for surgical benefits to a 
maximum of $150 or $200 per operation. If it is assumed 
that the rates of services received and the unit costs of 
these services under indemnification plans are comparable 
to the above data for service plans, it would appear that 
this+perticular limitation does not. restrict the payments 
for those surgical operations. most frequently required by 
members, for it will be noted from Table 27 that the average 
cost of each of the eight most frequent operations (except 
eholecystectomies under Plans 1 and Hein LO>L) was dees than 
$150. An examination of the fee schedule of one provincial 
Cobtecge, of Physicians and Surgeons -Imdicaved tUnat ticse 
operations which cost more than $200 include only the less 
Peequentiy occurring ones’ = for example, toval nysveErectomies, 
radical prostatectomies, thyroidectomies, gastrectomies, 
radical mastectomies, nephrectomies, pneumonectomies, and 
cerebral tumours. Using a 1948 United States Blue Shield 
study as a rough guide, it appears that, with the exception 
of hysterectomies, none of these operations occurred more 
frequently than five times per 10,000 members in a year, 
whereas tonsillectomies were performed 139 times, appendect- 
omies 56 times, herniotomies 18 times, and cholecystectomies 


(2) 


11 times, per 10,000 members per year. 
RNa Ans ths Se lS eR he oh ce Ai ae te ce SN ere ee ee 
(1) gee Det. 

Nes. Senetce: “op. elt, Pam bs o- 
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From the memberts point of view, a more important 
limivarlon as the lacy wnat, thes payments eillowed by an n= 
demmiticatvony plan are usually Mess-than the minimum teed 
sev Dy the doctors:., A-comparison of the payments for 64 
ivems Of Surgery, as Set forth in thei W952 contract echeaule 
of ones indenvitication plan, with the minimum Peeseerane 
lished in the same year by the College of Physicians and 
SUPZeOns tn that province, shows’ tmat for 55 of; thése,aitemd. 
plan payments were lower than the minimum fees - § LOn ter Ges 
lower on the less expensive items, and $50 to $350 lower on 
the more expensive items of surgery. This feature is based 
on the previously-noted principle, common to all indemni- 
Pication plans, that the insured person should retain res- 
ponsibility for assuming some portion of his medical care 
expenses. Considering only the seven surgical services most 
frequently received by members excluding the collective 
item "fractures"), Table 29 indicates that this situation 
holds for these services as well, with the CXCEprion oat Gon= 
finements; torsi lbectomtes in ehildren, and simple appendec- 
tomies. The percentage of the minimum fee assumed by the 
patient varied from one-third in the case of acute appen- 
dectomles to two-thirds in the ease of De @Cstes «Tt sheuid 
be noted that these are "minimum" fees, and that individual 
Surgeons may charge more than these amounts at their dis- 


BeeC LOI. 


= Vos" = 


Table 29. MINIMUM AMOUNT AND PERCENTAGE OF FEE ASSUMED BY 
PATIENT, BASED ON MINIMUM FEE SCHEDULE OF PRO- 
VINCIAL COLLEGE OF PHYSICIANS AND SURGEONS, SEVEN 
SELECTED ITEMS, ONE "INDEMNIFICATION" PLAN, 1952 


a 


Minimum Assumed by Patient 


Amount Percentage 
$ 

Confinements O O 
Tonsils and Adenoids 

Children under 12 O OQ 

Persons 12 and over 25 ig aaa 
Appendectomy 

Simple O O 

Acute with peritonitis BO 53S 
Dilatation and Curettage 50 66.7 
Herniotomy 

Single 50 BOs 

Double t> BOO 
Hemorrhoidectomy 35 ROA 
Hysterectomy 

Sub-Total 100 | 50.0 

pocas 100 HO. 
M-626 
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(5) Volume and Cost by Sex 


Although it was not possible in the above analysis of 
Doysicians” callswand Ssurrical services to give a simultan- 
eous age-sex distribution of the services provided, the 
volume and cost of each type of service for males and for 
females Tanivo>s was’ provided) by 4 firth plan regarding Ws. 


comprehensive group contract. The figures shown in Table 50 


relate only to adults enrolled under two-person or family 
contracts; thus the rates of service shown do not reflect 

the service demands made by single individuals. Furthermore, 
UNesewrates are not gsiven in age-sex Sspecirile Terms. and may 
have been considerably influenced by an etypiea). eee disurr 


bution of the members of either SEX, af Compared toesthe 


Gs Cr Bouton so be (four tn a norma populationc 


The most striking feature of the distribution of 
services Dy Sex is the wfact that the per capita volume of 
services received by females was considerably greater than 
the rate for males on physicians! calls, surgical procedures, 


and X-ray, diagnostic, and other miscellaneous services. 


i Se ee ee eee 

(1) AN age-sex comparison of the adult covered population 
with, for example, the population of the Ler geste Crys n 
which the plan operates cannot be made. However, the 
age-sex distribution of the adult members under these 
contracts for June 1952 indicates that females (8,275) 
exceeded males (5,572) by nearly 50 percent in the age 
group c0-30 years, and by about 23 percent in the age 
group 20-40 years. Males 41 years and over however 
exceeded females by 36 percent; those over 66 years, by’ 
over 90 percent. 


M-626 
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NUMBER. OF MEDICAL CARE SERVICES RENDERED PER THOUSAND MEMBERS 


PER YEAR, AND AVERAGE EXPENDITURE PER MEMBER PER YEAR, BY TYPE 
OF SERVICE, AND BY SEX, UNDER COMPREHENSIVE GROUP CONTRACT, 


ADULT FAMILY SUBSCRIBERS, 


Type of Service 


Physicians! Calls 
Office 

Home 

Hospital 
consultations 
Medical Treatments 


Medical Examinations 


Total 


Surgery 
Appendectomy 
Caesarian 
Cholecystectomy 
Cystoscopy 
Fract. Rad. & Ulna. 
Tib. & Fib. 


Gynaecology - D&C 


Hysterectomy 
Hysteropexy 
Salpingectomy & 
Oophorectomy 
Colpoplasty 
Cervix Cautery & Coniza- 
tion 
Hemorrhoidectomy 
Hernioplasty 
Strabismus 
Thyroidectomy 
ARG Lege fh 


Traumatic Wounds 
Tumors - Benign Breast 
Vein Ligation 

All other surgery 
Surgical Assistants 
Anaesthesia 


Confinements 


Ancillary Benefits 
X-Ray Diagnostic 
X-Ray Therapeutic 
Laboratory 
BMR 
EKG 


Miscellaneous Services 
Immun. & Injections 
Refractions 
Allergy 


All Services 


Note: The above 


Number of Services Per 
1000 Adult Members per year 


PLAN 5, 


A953 


Average Expenditure 
Per Adult Member Per Year 


MW rPeH 


ine) 


eae) 


ODO |}WHDFONOFW UWW 


3916.4 5909.2 


actual payments to doctors. 
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$ 


9.87 
Diay 
1. 34 
-40 
,02 
95 


.69 


average expenditure figures represent claims submitted by 
practitioners at 100 percent of the fee schedule, and do not represent 
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However, in particular cases such as medical treatments, 
electrocardiograms, and operative procedures for herniotomies, 
appendectomies, and traumatic wounds, the rate for males ex- 
ceeded that for females. On the average, each female member 
received a total of six services per year, while each male 
member received less than four. Males received about two- 
thirds as many physicians! Calis, Major surgies | precedures, 
X-ray and laboratory services, and miscellaneous services as 


females. 


Similarly, the average cost of physicians! calls and 
Surgical services for males was about two-thirds that for 
females - $9.99 and $14.69 per capita for physicians! calls 
and 65-74 andeae.92 for surgery. The evessail- claims against 
male members were slightly more than half the claims against 
females - $21.91 per adult male and $38.09 per adult female. 
Of course, the higher per capita cost for females i's partly 
accounted for by the average charges for gynaecological 
operations ($2.23 per capita) and deliveries ($6.93 per 
capita). If children and Single persons under Plan 5 are 
combined with the adult males and females in this analysis, 
the average volume of services would be 4.5 services per 
member annually, and the average claims $25.37 per member per 
year, aS compared with the annual averages for adult males 


and females of 4.7 services and $29.47 per member. 


== EO ee 


V - CONCLUSION 

COVERAGE 

Non-profit medical insurance plans had enrolled 2.4 
million persons, or 16 percent of the total Canadian popu- 
Pou ow,, Tore some. Lom Of mec cal tisurance sbenel ius; py Los 5. 
Noe wucLUdeG In tnese Tagures aré persons Subseri pine vo 
commercial insurance company plans, mor the limited number 
Under Co-operative plans in British Columbia and the 
Meritimes, nor Those receiving health services directly irom 
rictiempLoyer. “No information 28 av present avai lapic 
Pegarcrineg the proportion of these persons whic were also 
aneluded among those covered by commercial sickness insurance 
plans in 1953, (1) Coverage under non-proriy pians py 
provinees ranged from 6 percent of Alper ca Ss pole Ww popu— 


Patton tore. percent of the people im Mans vopas 


Ofaune fourteen plans Covered by thiaisvudy nine 
are “service =plans, guaranteeing to pay the cull cost or 
any general practitioner services rendered to members by 
doctors under contract with the plans, and five are "indem- 
Hiricavion™ ‘plans Wiiéh-do not enter Into-coutracrs wiih 
doctors, but which agree to reimburse members: for) their 
medical expenses up to certain fixed amounts for each type 


of service, Pirty-one percent of those covered in Canada 


(1) It has been estimated that over 2.3 million persons were 
Govered for Surgical benefits, in Lose unger commercial 
insurance company contracts, and that about one-sixth of 
these were also covered under non-profit or other 
commercial contracts. 


M-626 
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were enrolled with service plans in 1953, whereas 67 to 75 
percent of American Blue Shield enrollees were covered under 


indémnification contracts (1951). 


Cie voces ot iC Onrrac 

"Comprehensive" contracts have been defined in this 
BUmveti mies those providing 4 wide mange wl medical beneitva. 
includinpydectors' calls in nome and moliice, specaaiist 
eoneUlGar.ons, and x-ray and laboratory Services, as, well fas 
meducalt mesure leal and oosStetrical care Gn hospival., in 
DOS > es percems or the total poputeavlon or 4) percenu ar 
the enrolled: population were covered under such contvacus:. 
im scomerast., (2.4 Percent Of the total United Statedspopu- 
lator, or Wi ipescent 61 enrolled: persons had <comprenetsi ve 
COVErace aim whemsanenvear. “By 1O545 25. perceny of che 
Canadian populatron were enrolled Tor comprenenstve benerits: 
Other CONntractseewiie? provide Surgical and obstetrical care. 
with or without medical (non-surgical) care in hospital, 
have been defined as "limited" contracts. Six percent of 
the Canadian Pople WLom Were covered Ulder such convracis in 
1951 and 8.5 percent in 1953, including all persons enrolled 


in cher ive, nde mntt Cay Nomi Laiien 


(a) Comprehensive 
THe pcomprenene Ve serv ice plans pay che 
COMP Lele COsms Olin Gale Cess a iy preventive, diagnostic, 
Cherapeuuic, “OF CONSsUl Ta tTave sery Mees perrormeds by general 
practitioners, im home. off ilee and Nospital onmspenalt on 
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Menoe me parients: However, members may be charged extra sums 
Dyecre cialis ts providing treatment or-consulvations under vail 
thescomprenensive plans. except Manitoba Medical service, (1) 
heres tentivo Which such. Vextra-biiling ) tswactual ly 
Deactised is not known. Tt is known, however, that) cubp- 
Scripers below Sstacved ineome levels. in, the Windsor end 5.570. 


plans are not Subject to extra-billing. 


Ancing ay ener its, Such 2s x-ray, Labora torviand 
Cone Giaenosticncervices ere avaidable loca majority of che 
comprehensively-insured persons without limitation, although 
Avnewe conUracts Set maximum sums whieh wil be pata, hor such 
Senyicesa Oeitajoriuy.of these persons aréevaileo. bireipie Tor 
Surecery ena Tor treatment for pre-existing conditions a5 sem 
aetrrey enroll: To meet the problem of preportionarely high 
Paves omucontinementse per thousand enrollees, “all of the 
plans have imposed waiting periods of at least nine months 
Onmaimost all Mnsured persons before they become eligible 


for obetevri cal™benerits. 


Goo soimnced 
Persons insured under "limited" contracts 
are entitled to Surgical and obstetrical penerits; usually 
after undergoing waiting periods of from 6 to L2-months),,and 


almost nine-tenths of them were enrolled azn hobs. to 


(1) The B.C. Medical Services Association, to the extent 
that it meets the full cost of any necessary referred 
specialist care, should also be excepted. 
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Non-surgical medical “Gare win hosticaiy  \Oreiew | yo omooG 
Canadians enrolled under vhese: contracts im 2O53, one-nain 
were in the province of Quebec, and 92 percent were covered 
Wnder-tmdenmnir nication plans. VLG 1S sOr Intberes:, 2oO nobewmune. 
at least 92 percent of persons with limited medical insurance 
were ai80, insured for hospital scare benefits £71953. throush 


NOn-proiy. Mlans . 


ihe. lima ved Coneracus. Go Nou Cover home and crtice 
cali, SfOr vhe majority Of Insured persons, non=sureivea! 
Care in hospital 18 limited to $3 pér day or one cald per 
day 202 "a Maximum of trom 31 to Sle days, per -admicselon, om per 
Yao. swwuret Gal and obstetrical penetius: are also, supiecu rc 
dollar dimitations in most cases. Unrestricted consultant 
services, (Usvally referrals to specialists) are available to 
Only sa felatavelyvsvel, Number of persone witn limited 
insurance - four percent in 1951 - and the majority (78 
percent in 1951) are not entitled to any consultant services. 
Limited laboratory and x-ray services are provided under 
hospital care contracts to over four-fifths of persohs 


insured under limited medical care Gontracts., 


(2) Enrollment 

The great majority of the insured population today 
are enrolled under group contracts, usually based on 
employment, but occasionally on membership in 4 eredit union 
Of Service clubs Of on residence. maa MUN paki tne 
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remainder are enrolled on an individual basis (about four 
percent in 1951). Although elderly persons are usually barred 
Peo so1ning non-prorit plans, either by direct age limits tox 
by the employment requirement, most plans do not require 

that new applicants be in good health, and none of them 


excimoe Nigner-income recipients from. membersnitp, 


FINANCES 

ttenas been estimated that tne non=prorizt, co- 
Seerative and commercial medical insurance plans in,1952 
provided between 1/7 and 19 percent of total payments To 
physicians from all sources. Of this amount the non-profit 
plans spent about $20.7 million or $11.85 per insured person. 
The service plans paid out an average of $16.70 and the 
indemnification plans $6.75 per member. Among the eight 
doctor-sponsored service plans an average of 88 cents out of 
each income dollar was spent on medical benefits, 8 cents on 


administration, and 4 cents was placed in reserve. 


Physicians’ Calis accounted for 44spercent of the 
medical benefit expenditures under the comprehensive. conrvracce 
Oprere Dy cient service plans (7 Job) .surgery ors 
percent (including anaesthetists), confinements for 6 percent, 
and x-ray, laboratory and other services for 15 percent of 
this total. Home and office calls alone amounted to 38 
percent, or about $6 per dnsured person; while alivservicesa 
together cost these eight plans an average of $16.02 per 
person in 1951. Among the various items of surgery paid for 
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by the plans, appendectomiles, vons ii lectomies sano cac uuce. 
were the “three dargest singJe tems Of expend bute ws Diese 
ivems were also. the hres largest single  Uems roi stieg ea yaca i) 


Terms Of tne Volumen or FoOperaviLons err oumecr 


METHODS OF PAYMENT 

Ae Menbdoned, Une service plans 4ve Clepineussnee son 
Le Tact tunaw “they -ercer 1Nv0 COnUracts, Win Gener ais prac 
CIULONerS Whowe gree. TO accept plan payients gece discharee 
Of their claims against. member-patients.” However, -conuracu— 
ime Sspectaliste ,.excepe under Lhe Mant toba.ane Breiman 
Columbia (1) plans, are ee bound, and may charge patients 
more than the scheduled minimum fees. More than Gwo-thirds 
OR the Civitan iGeerors I Tnoependen) pencumiec inl ol wad 
entered Into sucky contracts. ‘In Six of Une cocccr-sponcorec 
Plans, the claims submitted by DTractitioners im lor were 
discounted (or pre-cated ) at rates yaryine from 10 to 2G 
percent Of Geta claing, Gepencine upom che tunes evar iaome 


EO mees these cos vs~ 


UTILIZATION 

Although Une nalionadl experience with regara te the 
Volume Of Services obtained by Ansured persone im 1O5- 125 nos 
known, the ayerage number of services per beneficiary under 


comprehensive contracts covering 416,000 persons in four 


(1) To the extent that necessary referred specialist care is 
pala forsby thespian. 
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service plans in 1951, varied from 2.9 to 4.2 services per 
Memoer wc Ne eo Sie pve clans calls. surgical 
services ranged from 186 to 242 services per thousand 
members and confinements from 13 to 34 per thousand Of che 
Sieh, eens’ of Subeery most frequently received by members 
of Gil fourm plans, tonsillectomies at. 2O per thousand 
members ranked first and 1.4 hysterectomies per thousand 
naa,‘ Most high-cost operations, though een sane. For 
tye ineividual patient, were found to represent 2 small pare 
On Gucescoral problem or Limancing medical care insurance. 


The relatively low-cost items with high incidence rates 


Conat sbuce The major part of this problem 


SPECIAL PROBLEMS 

Because of the geographic, economic and social 
Giverc uy son the Canadtam population, Uhere are several 
Special propiems which affect the cperations of whe non- 
profit plans, including, among others, the extension of 
Goverage vo'a larger proportion of the population, ‘and the 
Peovieion of continuity of coverage for persons moving from 


one province to another. 


Geek cens on of Coverage 
To ensure financial stability of their operations, 
the medical insurance plans attempt to achieve wide coverage 


of the population in order to spread the insurance risks 


(1) These rates have not been adjusted for the age and sex 
or tHe Dopulavion. 
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over.as broad a base as possible, However, avout tow percent 
or the lapoursforce im Teel were sebt employer busdinecesnem. 
farmers Or CUunere Worlkine cr thelr own account. Ene se, 
together With persons an ssnall itirms, were mou aple vo euneud 
under the, 16 (oun of 30 medical insurance ©ontracvs orieved 
to, employed. erouge jonly.. Four of The plans snave elnieoduced 
individual (or -coumunypy Contracts) in an aclvemps | Po*excend 
their ecverave wetnese wilasses, and Pourwluners wad, nro ms 
Members Or “Cred me eu Ons Or Serylce, Cie awh Moet thine 
insured population in 1951 (about 80 percent) were covered 
under employed! sroup "contracts, which Together had temeoaiiied 
between 2O0-anad 25> percent of the non-aecricul tural wage- 


Sarning population. 


(2) Commi Om we overaae 

See La- OOMbLOm.On the anadianm Labour horeeyls 
Miehly mobs, shires ion rone-2ndustry LO anotner, “or 
trom one Province vo Baotner’s). the) propilem son providing 
CONTINU Yy Cl OUveTra te. Vion awe la tl Vvelopesma li One, sins 
exceedingiy Ampertane Ger the oersonss concerncdy” ) Mose. 10f — aire 
Dilansarvange FO .cCntinue Menperehip on a direct payment 
basis Tor enrollees who silt e out oF “covered employment 


Wold) BEne- province? “NOwevel es Giesmavbel Of conti nui 


coverage; Tor those menbers) beayime the province. ts more 


(1) Between June 1952 and June 1953 it is estimated that 
b43,.000 persons. or di upercent vor ithe total population 
lee Then province, Tho whieh Une had ibeern residing co 
Take Up Cesldenee: inMsome Olne™ part OfyCanada. 
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complex, and involves inter-plan relationships complicated by 
the valta tons in ethe patrern sol sbenerit convracts avatliaple 
CG e une) price preve lea TOmmned Cale Ser rlces Nc ne rem 


parvs of Canada, 


TRANS-CANADA MEDICAL PLANS 

A erowlne awareness “by the Canadian people “of che 
Tewer en mecical Care Lnisyrance, Together with isis 
Standerds ot Living and expanding’ Gndustria ligation, “have 
Vege cOuvics Ineluston of prepaid néeéaltuhe programe 11) empkoyer— 
employee bargaining agreements, as well as increasing demands 
for Coverage from new sections of thetpublicy The demands 
wade upom the medically=sponsored plans for programs” or 
eoverage for national employers with employees in several 
provinces involved the development of arrangements beyond 
thervconettreutional ability of these individual plans. efiey 
recognized that these demands constituted a further national 
problem, in addition to the provision of continuity or “cover 
age, for which some new organizational arrangement ‘would 


have to be created. 


Mae initial attempt to answer these. problems on he 
part of the doctor-sponsored plans, in co-operation with the 
Canadian Medical Association, was the decision to establish 


a nationwide plan under federal charter with uniform benefits 
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and uniform rates, (1) However, action on this proposal was 
discontinued Im 1O5) bpécatse of (the “diversity of proviems 
which the non-profit plans had to face in their respective 
areas, and the difficulty of setting a flat-rate premium 
whieh would be equally satisfactory in high-cost and low- 


income areas. 


In addition to the differences in the econamic and 
Social characteristics of the various provincial populations, 
including attitudes toward illness and the methods employed 
to alleviate it, the constitutional and practical -consider- 
ations involved indicated the need for the maintenance of 
locally-administered schemes under provincial incorporation. 
Instead or hav eimelre,, national plan) therefore, there was set 
Up inJune. Bool oy seven of the doctor-sponeored plans, (2) 
a body known originally as "Trans-Canada Medical Services" 
(TCMS), under the sponsorship of the Canadian Medical 
hee cia tare This body, whose original members had at that 
time a combined membership of about 670,000 persons, was co 


be a co-ordinating body and would itself sell no contracts 


Fr 


(1) Three contracts, including a comprehensive one at $71 per 
year, a surgical benefit contract at $28 per year, and a 
Surgical, obs ceuri cad sand medical-care-in-hospital 
COntrach aut Say per year for a subscriber with more than 
one dependent, were proposed in 1951, 


(2) The seven charter members were Maritime Medical Care, 
Physician's Services Ine. (Ontario), Manitoba Medical 
Service, Group Medical Services, (Regina) Medical 
Services Saskatoon Inc., Medical Services (Alberta) Inc., 
and Medical Services Association.(B.C.). 
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fo ce publie bue would serve only as an agency of kta 
autonomous members. In addition to working out satisfactory 
17cer-Cien rear Loneships’ Goumeel: The) problems of mobility of 
population and the development of co-ordinated .coveragze for 
He clonal employers; i1t would also undertake to serveras, an 
aceicy Lor the exchange “Ol Gnrormavvon iim SUCH Mauvers os 
Sorel iimient, (Operabimpwprocedures, the development) of m@dequatce 
Stavesvical Aantformation and other research and promotional 
SOErarvres. “and, an @weneral’, “Carey Cub such iouner Ob yecrives 
Gi wetal is of une member plans as would "assigu their devyelop— 
Nem snd voelr ability DO provide Coverage Go an vever— 


increasing percentage of the population. 


Early in 1953 TCMS changed its name to "Trans-Canada 
Medical Plane” (TCMP), to indicate that 17 was nota new, 
nationwide plan but an association of previously-existing 
eee Orgaimiszed under a co-ordinating Doody similars to, tne 


United States Blue Shield Commission. (1) 


The members of TCMP established an Intver-—-Plan 
Transter Arrangement Tor the provistom of continous: cover— 


age to those persons who transter from one section of the 


(1) Voting membership had previously been restricted to 
plans designated by the provincial medical esscer1ations 
ae thei representatives oan each province, Vili Ooo ssuch 
membership was extended to any plan "sponsored, endorsed, 
approved or designated bya provincial medical associta- 
tion as a’plan acceptable to its standards", which had 
written participating agreements with at least 51% of 
the Pdicensed medical) practitioners an the areas ini which 
it operates. As a result, the Windsor, Quebec Hospital, 
and Maritime Hospital Plans were all admitted to voting 
membership in 1953. By July 1953, TCMP's member plans 
covered about 1.9 million persons. 


a eae = 


country..to another. vAlils member plans whichoaccept. the sntrer= 
Plan Trans ter Apreceneni cree, to ucanee thenconeuracccs.o tas ul— 
SCribers| Who MOVe ANDO Che area Ssecrved by anounee. parvicipat— 
ing, Dla wend? VOvaCceny as. members. alwe pand-up eubec™ per caor 
OUner spartica pati negeplans who. applyalor trans ter. We cruel 
transier Decomesi ei fective on, the day following the paid-up 
date shown on the transfer form (usually three months arcer 

| NOUmCe wor changeset addvess, has een received by tie writer nal 
plan), and the plan to which the subscriber is transferring 
becomes responsible for medical benefits received by the sub- 
Scriber afver that date. Continuous prior membership in 
another plan is credited towards any waiting periods that may 
be required by the plan to which transfer is made. By 
February 1954, this agreement had been approved by all member 
plans except the, Bec. Medical Services Association, (1) Tv 
SNOuUlC De pPolmred@ oun, however, Chat most of thesolans nad 
previously made their own informal arrangements for transfer- 


ring members, Vorand from other plane in Canada’ these have 


now been standardized under either Trans-Canada Medical Plans 


or the Canadian \Counciiiioi, wine Cross Plans, 


A standardized limited-benefit contract for national 
industrial employers was also agreed upon by the members of 


T.C.M.P., but, as of February 1954, had not yet been made 
a a ee ee a ee Aa) Ons SE eee en oe ee te ee 


(1) herb oe. plan Antenden to, incorporate. a subsidiary plan 
in 1954 to handle contracts transferred from TCMP and 
U.S. Blue Shield.Plans, as well as conversions from its 
Own. Sroum -cConLracrs:. 
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available to employers. Plans in the three western provinces 
have introduced, or are introducing, limited benefit 
Conuracts of la wenérally similar nature: At ‘the wame ittme 
the two plans in the east not at present providing compre- 
hensive coverage have such programs under consideration with 
a view to early introduction. When these arrangements have 
been completed, national industrial employers will have a 
chotee between a comprehensive and a limited medical 


Convraciustor their employees: in’ any province: 


THE COSTS OF INSURANCE 

ine demand. -1or medica | cere: Wisurance “sa. unc ton 
Oime niumpe of Variables, iIncludine ne prices, charged for 
Lasubance rontracts and the incomes if poventiall members ctor 
Pic abbey to pay for such ciaisurance 4) ii LoS] a Canadian 
fanibye"or- husband, wit e and itwo tehisldren would have: wad =to 
spend an average of $68 to buy comprehensive medical 
insures. ranging. from $51 minder the Regina: plan co $04 
under = che Manitoba’ non-=croup plam,. (Ene provincial varlvaticn 
ines Ca Les) OUrmliving i Ssoroughiy indteaceqtthay she cacm “chav 
Une, Propercion. or wage -carning! Tamigaies where he wnead jot 
the family earned less than $2500 in 1951] varied from_50 
Pereer ee OIG LO. CO. | eet Cole tun nes ft cslerhl Men an. Ole iie cea. 


and amounted to 56 percent for the whole of Chnana ae Be 


(1) Dominion Burear or Statistics, Ninth Census’ of canada, 
TOV Shai yo ee anid “hype. alo. Marniines oO. Hean™ 
Bolletin 3-1, Vol. 1.lt, (Ottawa: Queen's Pritiver. 


O5a), “Tapie 128. 
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should» be noted, however, thav Gamity Giicomess ia) somes cases 
would be higher thanethe anounterreponved sin tnestencuc. 
since anvestimated LO-percenteor merricd=females were: engaged 
im Non-agriculturai employment lm top, ois eso msi pat 
Cane thaw the Canadian Sickness survey, tiv kO50-51 Me oundetthacy 
although 8 percent of family units in Canada reported one or 
more persons with expenditures for any type of medical care 
insurance, ‘only* Tour percent OL temiiyeunihcs ghee wunder 
$1500 income group (31 percent of the population) reported 
such expenditure, while 9 percent of those in the $1500 to 
$3000 income group (43 percent of the population) and 14 
percent of those in the over $3000 income group (26 percent 
of the population) reported purchase of medical care in- 


ome hits Ney eh cae (1 ) 


The ability of wage-earners to meet premium costs is 
linked with the problem of generally increasing price levels 
im the pcest-war period. ancluding ‘the costs, of neal th 
services: Medical prices are guided by the minimum fee 
schedules of the provincial Colleses sof Physicians: and 


DUreeoOns, which Wary, from one province Go another. ) if = 


a ee 


(1) Dominion Bureau of Statistics and Department of National 
Health and Welfare, Canadian Sickness survey 1950-51. 
Family Expenditures for Health Services by Income Groups, 
special Compilation: No. 2, (Ottawa: D-B.S., 1953 , 
Tables 4 and 5. Families reporting expenditures on 
medical insurance under “combined plans" have not been 
included. Income figures reported refer to AMCOne Vor 
heads of families, rather than total family income. 
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Negees Sinsivance plans is ito succeed, 1ts financial resources 
Maso make possible fair payments to those who provide 
Servrces. VPrurtnermore, «uty 18 apparent, that thernon-proriv 
Dieticow Ut Cnelr aAttTenpus, Lo make medical care, insurance 
aval ke Go. Che whole population, must balance their ob 

Pec les Nuvi Pespecs poo sone “ranee dof weneT Tus) vO besor tered, 
Woah wee wnecess ity «Fonesvablish ea cpremium rate within Une 
Capacity of Che average wage-earner. if it is. assumed that 
Piemou dec ULyver usa -Comprenecnsi ve ranre solr Dene! lis, 5 Une 
Solvenew Otrplans which are mainly financed by flat-rave 
Pool. buriona from the covered) Workers, can be maintained 
only if premiums are set at levels which tend to exclude the 
Tow—-ineone group Prom membership. Vals probiem has: been 
recognized in the suggestions that have from time to time 
peen made to assist marginal-income families in obtaining 


Goverage by subsidizing their premiums. 


Tae MMon-prorut plans in tne various provinces, 
recognizing the problem of premium costs to low-income 
famiiies. have, adopted several approaches to the provision 
of medical care insurance, which may involve provision iof 
more than one typeof contract. with different benefits. and 
premium rates, or encouragement of premium-sharing between 
the employers and the employees. Service plans in Manitoba, 
Cnvarios. Quebeo. andy Nova Scotia have for sometime PecogniZen 
the varying capacity of wage-earners to meet premiums, by 
offering members a choice between comprehensive and limited 
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ConUracus' av different premium-rates 7) Invtne tiree weepvern 
Provinces, -Comprenensive’ Contracts were vor ered sex clus ie ly 
until 1953, but at the same time, compulsory employer premium- 
sharing was required by One ‘of vhese plans. “Um the Avante 
provinces, “ar choice between Lintted surgical .contraccs won 
or without medical (non-surgical) benefits is available. 
AnNOLner approach ts to “distribuvesthne (premium costs tor 
families with several members over. the premimima to single 
persons and small families, although this method may be 


limited in its effectiveness. 


Apart from the techniques described above for 
providing contracts priced at levels which potential 
purchasers caer eord, employer-sharing’ te 4 further 4nd 
complementary method of distributing premium costs, As 
already nated, such employer participation in the payment of 
premiums 18 compulsory in British Columbia, while most of 
the other plans actively encourage employers to share a 
portion of their employees' premium rates. That employer 
participation is sizeable is shown in preliminary tabulations 
from the Department of Labour's Survey of Working Conditions, 
April, 1953. These tabulations (which however also include 
contracts offered by private commercial insurance companies ) 
indicate that about 80 percent of the 6476 manufacturing 
establishments reporting, had some type of prepaid sickness 
benefit plan for their workers, who accounted for 95 percent 
of all the workers employed by the reporting firms. Over 70 
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percent of the establishments with plans (with almost 80 
percen® of ial] workers in such establishments), paid a. portion 
CGpere Dvemiums, On penalty or theiricovered workers. Hifty- 
five percent of. the establishments. with plans, (with 57 

percent of ail workers in such establishments), peid 50 
Percent or. more. ol, The premium rates ume ludiney /sperceny whien 
pod. vnespremnium im full.) ot should pbeinoted however that 
Uiiesseourvey includes plans which provide cash Sickness 
Peyments 10r wage loss due to illness (other than sick leave 
Denerits), medical or hospital benefits, or @. combination of: 
Peverill cenetits,) These preliminary data indicate sthacv the 
division of the cost of premiums between employers and 
enplovyees a6 an important development, and 1s perhaps one or 
tne snon. encouraging methods of obtaining flexibility in 


financing voluntary medical care insQrance.in Canada. 
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APPENDIX I 


CHRONOLOGICAL LIST OF NON-PROFIT MEDICAL INSURANCE 
PLANS, BY YEAR IN WHICH OPERATIONS COMMENCED, AND 


PROVINCE OF INCORPORATION 


year Plan Province 
NSE ie Associated Medical Services Inc. (AMS) Ontario 
1939 Windsor Medical Services Inc. (WMS) Ontario 
1939 Saskatoon Mutual Medical and Hospital Benefit Saskatchewan 
Association (SMBA) 
1939 Regina Mutual Medical Benefit Association(®) (RMBA) Saskatchewan 
1939 Medical Services Inc. Regina(®) (msIR) Saskatchewan 
1940 Medical Services Association (MSA) Be pcr 
1943 Melfort and District Mutual Medical Benefit 
Association()) (mMBA) Saskatchewan 
1943 Woodstock Co-operative Medical Services Association 
(WOODSTOCK) Ontario 
1943 Credit Unions! Mutual Benefit Association (CUMBA) Ontario 
1944 Manitoba Medical Service (MMS) Manitoba 
1944, Fraser Valley Medical Dental Society (FVMDS) Be. cs 
1946 Les Services de Santé du Québec (SSQ) Quebec 
1946 Co-operative Medical Services Federation (CMSF) Ontario 
1946 Credit Union and Co-operative Health Services 
Society (CU&C) B.C. 
1946 Medical Services Saskatoon Inc. (MSST) Saskatchewan 
946 Quebec Hospital Service Association\°) (QHSA) Quebec 
1948 Maritime Hospital Service Necoeiation =. (MHSA) Maritimes 
1948 Physicians! Services Inc. (PST) Ontario 
1948 Medical Services (Alberta) Inc. (MSI) Alberta 
1949 Group Medical Services (Regina) (2) (GMS) Saskatchewan 
1949 Maritime Medical Care Inc. (MMC) Neus: 
1952 Ontario Hospital Association Blue Cross Pian(°) Ontario 


(a) Group Medical Services was created through an amalgamation of Regina pe 
and Medical Services Inc. 

(D) this plan was absorbed by MSSI in 1951. 

(c) These plans were incorporated earlier to offer hospital care benefits. 
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APPENDIX IIT 


SCOPE OF MEDICAL BENEFITS OrrkKKD BY NON-PROFIT MEDICAL INSURANCE PLANS IN EACH PROVINCE, 
BY TYPE OF BENEFIT, AND BY CONTRACT, DECEMBER 1951. 


|S ce ac 
i 


Medical Medical Group (a) 
Plan Medical Services Medical Manitoba Medical 
Benefit “| (Saskatoon) Ine. Services Service 
iI 
| Sone Lim- EXt- 
| 
General Medical (Non-Surgical) Services Xx | only in X only in xX 
hosp. hosp 
Physicians! Calls - Home a | - x = x 
- Office Xi | - xX = Max. of 
12 calls 
| per person 
per yr. 
31 da. Bi ida. 
- Hospital x per aK per xX 
person person 
per yr. per yr. 
Consultations xX First visit only paid at Specialist in hosp. x 1 med. and 1 surg. 
rates only per person per yr. 
X-Ray - Diagnostic X xX $25. max. per person per yr. For susp- x For surg.| $35. max. 
for all diagnostic aids : ected fra or fract.|per yr. 
cture only up to per contr. 
max. $35.|for Lab. 
per year |& X-Ray 
- Fractures x | unlimited xX X 
Therapeutic xX H xX X No Deep = X = xX 
X-Ray 
Diagnostic Procedures x $25. max. per person per yr. ie ¢ - x 
for all diagnostic aids 
Laboratory Procedures xX = X 3 $35 .max 
for X-Ray 
and Lab. 
Surgical Operations (Home, Office 
and Hospital) x X x x x 
- Herniotomies x W.P. is 12 mos 
- Hysterectomies xX F W.P. 12 mos. W.P. 18 mos. 
12 mos. 
- Tonsils & Adenoids x «=P. 12) mos. ee W.P. is 12 mos. 
- Caesarean Sections W.P -P. -P. 9 mos. ns W-P. 10 mos. W.P. 12 mos. 
9 mos 
VDC xX oP. -P. 9 mos. Pe W.P. 10 mos. W.P. 12 mos. 
- Other Female x oP. W.P. : -P. W.P. 12 mos. W.P. 18 mos. 
Surgery -|12 mos. 
- Prostatism xX aE W.P. Alan W.P. 12 mos. W.P. 18 mos. 
12 mos. 
Anaesthetist xX X lO. max. x $10. max.| If not 
Hf not if not supplied 
Osp. hosp. by hosp. 
Supplied supplied 
Confinements (Home, Office and Hospital) W.P. Dee “Pe Incl. 6 pre- & 1 post-nat. visits 
9 mos. ; ! + |9 mos. ; W.P. 10 mos. W.P. 12 mos. 
Eye Refractions - = W-P. = xX 
Hor treatment of disease 12 mos 
Fractures x 1 xX x x x 
Pre-Existing Conditions Zi | = ~ W.P. 12 mos. = = 
Other Conditions Excluded Usual Usual Usual | Usual 
Total Expenditure Limit 
per illness or per year 1$500. $500. 
i} ll 
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APPENDIX III (Cont'd) 


Province ONTARIO 
l] 
Cooperative 
Physicians! Associated Medical Aaa doh he 
Services Inc. Medical Services Medical Services Federation\© 


Windsor(>) | 
Benefit | 
| 


S. 


i 

} 

HI I 

| Ws. eo[ so. | 
Blue Jaren | Brown | 1600 ams. [oroup[aroup | 


General Medical (Non- 


| 
oe 
| 


| 
Surgical) Services X - only in only in hospital f xX = 
hosp. ) 
| 
Physicians! Calls - Home xX - - - - - ex - - 
- Office xX - - - - - xX - | - 
- Hospital x : 51 da. | x x X 1 x = = 
per yr. | 
Consultations xX x 1 per ad- in hospital only x - | - | 
mission Spec. $10; G.P. $5. : 
X-Ray - Diagnostic $35. $35. $35. in hospital only } X $35.max.per || For sug. or 
maximum|per person per yr. person per frac. up to max. 
1 yr. $15. or $25. per 
| person per yr. 
- Fractures unlimited xX X xX { unlimited 
| 
Therapeutic A - $150.max. x x x Tae = - 
per yr. | 
Diagnostic Procedures xX For sur- XK } xX For surgery - 
gery & | only 
Obstet. ! 
nly 
Laboratory Procedures Excl. Ws - in hospital only fx Ms = 
Hosp. 
Proc. 
! 
Surgical Operations (Home, Office X xX only in X X x ex xX Patient pays 
and Hospital hosp first $15. 
- Herniotomies W.P. 6 mos x x x xX x W.P.10 mos. |lW.P. 10 or 
H 12 mos. 
i 
- Hysterectomies xX X x X x x f X xX X 
l 
- Tonsils & Adenoids W-P. 6 mos. xX W-P. 12 mos. xX ‘lees W.P.10 mos. WW.P. 10 
| or 12 mos. 
| 
- Caesarean Sections W.P. 10 mos. Max. $100 Max.$85. | W.P. 10 mos. W.P. 12 mos. 
-D&C W.P. 10 mos. W-P. 10 mos. |W.P. W.P. 10 mos. W.P. 12 mos. 
10 mos { i 
- Other Female W.P. 24 mos. X Wee W.P. 10 mos.//W.P. 10 or 
Surgery H 12 mos. 
- Prostatism W.P. 24 mos. xX i xX xX 
l] 
Anaesthetist $5. per 4 hr. ax x $15. max. 
Confinements (Home, Office and W.P. 10 mos. W.P. 10 mos. 
Hospital) Max.$60. Max. $50. W.P. 1s 10 mos W.P. 12 mos. 
Eye Refractions - 
Fractures X 
Pre-Existing Conditions Employee }W.P. X 
only !6 mos. 
covered | 
Other Conditions Excluded Institutionalized cases Usual 
excluded 
Total Expenditure Limit $1600/©)] $900. $500. per 
illness 


per illness or per year per yr. | per yr. 


Ontario Hospital 
Association hoo 
Cross Plan( 


M.S. & O. 


only in hospital 


$3 per day for 
51 days-per yr. 
\ 


1 per admission 


In-patients 
Covered 
under 
Accomp- 
anying 
Hospital 


Contract 


$300 max. only 
in hospital 


xX 


x 
X 


W.P. 10 mos. 
$60 max. 

only in 

hospital 


Treatment 
provided under 
Statute 


- 193 - 


APPENDIX lit (Cont'd) 


Services eS ~ Quebec Hosp. 
Plan Santé au ( Service Maritime Maritime Hospital 
eet Québec Association Medical Care Service Association 
Type of 
Contract A M.S. & O. Ss. & 0. M.S. & O. S. &0. | M.S. & O. S. & 0. 
General Medical (Non- X only in only in = only in = 
Surgical) Services hosp. hosp. hosp. 
Physicians' Calls - Home x = 2 = a = 
- Office 6 = = = = = 
- Hospital X Max. of $3. per da. - $3. per da. 
42 days Roresedaeet from 3rd to 
per ad- per ad- 31st da. per 
mission mission admission 
Consultations SO¢voL |) $5. tin - - - - 
i rate hosp. 
only 
X-Ray - Diagnostic 50% of - In-patients $25. per In-patients 
rates person per 
max.of Covered year Covered 
$50.per 
yr-only under under 
on re- 
ference Accomp- Accomp- 
- Fractures - anying unlimited anying 
Therapeutic - Hospital xX Hospital 
Contract Contract 
Diagnostic Procedures x cs 
Laboratory Procedures 50% max. - 
; $50. 
Surgical Operations (Home, Office only $200 $200 max. $150. maximum 
and Hospital) minor max. 
- Herniotomies - W-P. W.P. © mos. W.P. 6 mos. 
6 mos 
- Hysterectomies = X x X X xX 
- Tonsils & Adenoids W.P. 6 mos. W.P. 6 mos. W.P. 6 mos. W.P. 6 mos. 
- Caesarean Sections = W.P. W.P. 9 mos. W.P. 10 mos. W-P. 9 mos. 
9 mos 
= I eae W.P. W.P. X xX W.P. 10 mos. xX X 
9 mos. 9 mos 
- Other Female - Ki x X W.P. 6 mos. ie % 
Surgery 
- Prostatism - X xX xX X X X X 
Anaestnetist - - = — xX xX x x 
Confinements (Home, Office and W.P. 9 mos. W.P. 9 mos. W.P. 10 mos. W.P. 9 mos 
Hospital) $50 max. $50. max 
Eye Refractions - - = = 1 per yr. = = 
W.P. 10 mos}. 
Fractures x xX xX X xX x 
Pre-Existing Conditions Wer LOMmos. W.P. 11 mos. - | = 
Other Conditions Excluded Usual Usual Usual 


Total Expenditure Limit 
per illness or per year 
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APPENDIX III (Concluded) 


(a) No extra-billing by specialist or general practitioner 
perniecved. 

(b) No extra-billing by specialist or general practitioner 
permitted for members under certain income limits. 

(c) These data represent the average benerits orfereduby 
the various cooperative associations in the Federation. 
(d) This plan was not introduced until August, 1952. 

(e) This maximum figure Lneludes expenditure for hospital 
benefits. 


Moa O- e Medical, Surgical and Obaetetrical Care: rian, 
Cenc Oe cs) Sureieal and Obstetrical Care. Plan: 


= Bene Live NOt provLGed. 
Treated unless member has received two treatments dur- 
ing the two weeks prior to enrollment. 


i= bevel pNprovided.. 
Z 


W.-P. - Waiting period given in months. 
Use i eludes weervices for]. Ba mental, vob. con 
tagious diseases, alcoholism, drug addiction and 
Splicnsy. 
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